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half-life 

Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium' (diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rabidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly.* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  <9(1):5-11, 1978 


in  the  management  of 
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effective  therapy  through 

efficient  pharmacodynamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page 
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Valium 

dazEpam/RochE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety;  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  ad|unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazmes,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  [8V&  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up.  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


Roche  Laboratories 

ROCHE  y > Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 
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to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
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Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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medical 
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In  Hypertension*..When\ou  Need  to  Conserve  K+ 
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Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 


with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


K WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  deter 
mined,  its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  is  more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Period- 
ically, serum  K+  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm 


bocytopema,  other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids)  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently,  both  can  cause  K + 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one.  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored) Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  re- 
actions. Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients  Use  cautiously  in  surgical 
atients.  The  following  may  occur  transient  elevated 
UN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine  Hypo- 
kalemia, altnough  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance  Calcium  excretion 
is  decreased  by  thiazides  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components 

Supplied:  Bottles  of  1000  capsules;  Single  Unit 
Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles 
of  100 

©SK&F  Co..  1980 
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You  can  minimize 

phenothiazine 

drawbacks 

When  you  choose  Limbitrol  over 
a phenothiazine-containing 
product,  you  minimize  thejisk 
of  tardive  dyskinesia  - now 
associated  even  with  low  dose, 
short-term  phenothiazine 
therapy.' 2 You  also  reduce  the 
possibility  of  other  extrapyra- 
midal  side  effects,  which  occur 
in  approximately  30%  of  patients 
receiving  phenothiazines.3  5ln 
contrast,  the  reported  incidence 
of  these  disturbing  reactions  with 
Limbitrol  or  either  of  its  compo- 


nents alone  is  rare.  (For  a 
complete  list  of  side  effects 
reported  with  Limbitrol,  please 
consult  full  disclosure.) 


References:  1.  Paulson  GW  NY  State  J Med 
79  193-195,  Feb  1979  2.  Hollister  LE 
Antipsychotic  medications  and  the  treatment  of 
schizophrenia,  chop  9,  in  Psychopharmacolofft 
from  Theory  to  Practice,  edited  by  Borchas  JD, 
etal.  New  York,  Oxford  University  Press,  1977. 
pp  1 34,  145,  3.  Domino  EF  Antipsychotics:  1 
phenothiozines,  thioxanthenes,  butyrophenone: 
ond  rauwolfia  alkaloids,  chop  25,  in  Drill's  ] 
Pharmacology  in  Medicine,  ed.4,  edited  by 
DiPolmo  JR.  New  York,  McGraw-Hill  Book 
Company,  1971,  p.476  4.  Sovner  R,  DiMasciO 
Extrapyromidol  syndromes  ond  other  neurologli 
side  effects  of  psychotropic  drugs,  in  Psycho-  j 
pharmacology:  A Generation  ot  Progress,  edited 
Upton  MA,  DiMascio  A,  Killam  KF  New  York,  J 
Raven  Press,  1978,  p.  1021  5.  Donlon  PT, 
Stenson  RL  Dis  Nerv  Syst  37:  629-635,  Nov  f 
1976 


You  can  expect 
rapid  relief  of  a 
broad  range  of 
symptoms 

With  Limbitrol,  patients  often 
improve  within  a week.  Not  only 
is  insomnia  relieved,  but  you  will 
often  see  early  relief  of  agitation, 
psychic  and  somatic  anxiety, 
anorexia  and  feelings  of  guilt 
or  worthlessness.  This  early 
response  encourages  patients 
to  stay  in  therapy. 
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What 

better  reason 
to  choose 
Limbitrol 
for  your 
patients  with 
moderate  depression  and  anxiety? 
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Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Efficacy  withouf  a phenofhiazine 

Please  see  summary  of  product  information  on  following  page. 


Your  guide  to  patient  management... 
when  you  decide  medication  is  needed 


LIMBITROL"  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  ot  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiozepines  or  tricyclic  ontidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  ot  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concom 
itant  use.  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved 
Contraindicated  during  acute  recovery  phose  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and 
anticholinergic  type  drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus 
tachycardia  and  prolongation  of  conduction  time  reported  with  use  of  tricyclic  ontidepressants 
especially  high  doses  Myocardial  infarction  and  stroke  reported  with  use  ot  this  class  of  drugs  ) 
Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete  mental  alertness  (e_g  operating 
machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  ot  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely, 
use  caution  in  administering  Limbitrol  to  oddiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either  component  alone 
have  been  reported  (nausea,  headache  and  malaise  tor  amitriptyline,  symptoms  I including 
convulsionsl  similar  to  those  ot  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  lunction  Because  of 
the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients  Periodic  liver  function  tests  and  blood  counts  are  recommended  during 
prolonged  treatment  Amitriptyline  component  may  block  action  of  guanethidine  or  similar 
antihypertensives  Concomitant  use  with  other  psychotropic  drugs  has  not  been  evaluated 
sedative  effects 
may  be  additive 
Discontinue  sev 
eral  days  before 
surgery  Limit 
concomitant 
administration 
ot  ECT  to  essen- 
tial treatment  See 
Warnings  tor  pre 
cautions  about 
pregnancy 

Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended  in  children  under  1 2 
In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia, 
jaundice  and  hepotic  dysfunction  have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  considera- 
tion because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities, 
extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation 
ot  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis, 
jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  token  on  overdose  Treatment 
is  symptomatic  and  supportive  I V administration  ot  1 to  3 mg  physostigmine  salicylate  has 
been  reported  to  reverse  the  symptoms  ot  amitriptyline  poisoning  See  complete  product 
information  tor  manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h_s  dose  may  suffice  for  some  patients  Lower  dosages  are 
recommended  tor  the  elderly 

Limbitrol  10  25.  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  increased  up  to  six 
tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  for  potients  who  do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each  containing  5 mg 
chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  bottles  of  100  and 
500,  Tel  E- Dose  " packages  of  100  available  in  trays  of  4 reverse  numbered  boxes  ot  25  and 
in  boxes  containing  10  strips  of  10,  Prescription  Paks  ot  50 


How  to  initiate  and 
maintain  therapy 

Select  dosage  strength  appropriate  for  each  patient 

□ Limbitrol  5-125  is  recommended  to  minimize  drows- 
iness and  for  elderly  patients 

Limbitrol  10-25  may  be  indicated  for  patients  who 
tolerate  medication  without  undue  side  effects 

Specify  daily  dosage  based  on  symptom  severity 

An  initial  dosage  of  three  tablets  is  recommended 
Dosage  may  be  increased  to  six  tablets  or  decreased 
to  two  tablets  daily  as  necessary 

□ Once  a satisfactory  response  is  obtained,  patients 
should  be  continued  on  the  smallest  dose  required  to 
maintain  the  desired  effect 

Utilize  dosage  options  to  best  accommodate  indi- 
vidual patient  needs 

T I D or  Q I D , familiar  regimens  most  suited  for 
patients  who  tolerate  medication  without  undue  drowsi- 
ness 

Two  tablets  one  hour  before  bedtime  and  one  tablet 
midday  may  minimize  daytime  drowsiness  and  help 
relieve  a common  target  symptom  insomnia 
Entire  dosage  h_s_  to  take  maximum  advantage  of 
the  sedative  effect 
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How  to  make  each  patient  an 
informed  patient 

1 Discuss  with  patients  the  probability  that  they  will 
experience  drowsiness,  especially  during  the  first  week 

2 Reassure  your  patients  that  drowsiness  is  one  indica- 
tion that  the  medication  is  working  and  that  it  may  help 
alleviate  their  insomnia 

3 Encourage  patients  to  report  if  drowsiness  becomes 
troublesome  so  that,  if  necessary,  dosage  schedule  can 
be  adjusted 

4 Caution  patients  about  the  combined  effects  with 
alcohol  or  other  CNS  depressants  Let  them  know  that 
the  additive  effects  may  produce  a harmful  level  of  seda- 
tion and  CNS  depression 

5 Caution  patients  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery  or  driv- 
ing a car 

6 Warn  pregnant  patients  and  patients  of  childbearing 
age  that  the  safety  of  Limbitrol  in  pregnancy  has  not  yet 
been  established 

Please  see  complete  product  disclosure  lor  other  pertinent  information. 

Limbitrol  should  not  be  used  under  the 
following  circumstances: 

1.  Hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants 

2 Concomitantly  with  an  MAO 
inhibitor.  To  replace  an  MAO  in- 
hibitor with  Limbitrol,  discontinue 
MAO  inhibitor  for  a minimum  of  14 
days  before  cautiously  initiating 
Limbitrol  therapy 

3 During  the  acute  recovery  *60 

phase  following  myocardial 
infarction 
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In  moderate  depression  and  anxiety 

Limbitrol 

Relief  without  a phenothiazine 


<S 


easy  to  take 


100  mg/ml 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  No.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M Holthaus,  M.D  , Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D  , Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St.,  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner,  M.D.,  President 
434  The  Doctors  Building,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 

Tim  Frary,  PA-C,  President,  Conkling  Hall,  4014, 

42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Home  & Community  Health 
Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y.-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St.,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 

Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 

Nebraska  Chapter  — American  College  of  Emergency  Physicians 

Jeanette  M.  Pergam,  M.D.,  Secretary-Treasurer 
502  South  44th  Street,  Omaha  68105 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  Secretary-Treasurer 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern,  R.D.,  President 
7629  Grover  St.,  Omaha  68124 


Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St.,  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131  (402)  342-0290 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 
Joy  Jacobs,  R.N.,  Sec.-Treas. 

2446  Nye  Ave.,  #322,  Fremont  68025 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10,  Dodge  Professional  Center 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight,  President 

301  Centennial  Mall  South,  Lincoln  68509 

The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology7 
Allen  D.  Dvorak,  M.D.,  President 
St.  Joseph  Hospital 
601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  College  of  Phvsieians 
Bowen  E.  Taylor.  M.D.,  F.A.C.P. 

Gov.  for  Nebr.,  P.O.  Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street.  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 

302  No.  54th  St.,  Omaha  68132 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland,  MT  (ASCP),  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
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Nebraska  Urological  Association 
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201  Ridge  Street,  Council  Bluffs,  Iowa  51501 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky,  Executive  Director 
1600  No.  56th  St.,  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D..  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 
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“I  have  some  good  news  and  some  bad  news,  Miss  Brown. 
The  good  news  is  that  you  can  now  stop  taking  your 
birth  control  pills  . . 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

Russell  L.  Gorthey,  M.D.,  Lincoln President 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha President-Elect 
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Joseph  C.  Scott,  M.D.,  Chm Omaha 

Arnold  W.  Lempka,  M.D Omaha 
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William  L.  Rumbolz,  M.D Omaha 
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COMMISSION  ON  MEDICAL  EDUCATION 
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Safe  and  effective,  when  used  as  directed. 


You'd  like  to  prescribe 
more  vigorous  exercise 
for  cardiac  and  general 
rehab  patients.  The  pro- 
blem is,  how  to  be  certain 
they  understand  and  ob- 
serve the  safe  limits  you 
set. 

Now  you  can  pre- 
scribe exercise  with 
greater  confidence,  be- 
cause now  you  have 
Exersentry™. 

Exersentry  provides 
patients  with  totally  accurate  and  continuous  heart 
rate  monitoring  because  it  measures  their  ECG 
voltage  precisely.  They  have  more  confidence  be- 
cause they  can  actually  see  and  hear  their  heart 
rate.  They  never  need  to  interrupt  their  exercise 
to  take  their  pulse. 

With  Exersentry,  patients  have  complete 
freedom  to  choose  when,  where  and  how  they  will 
exercise.  But  even  more  important,  Exersentry 's 
constant  digital  display  and  audible  high  and  low 
signal  help  them  pace  their  exercise  to  your  pre- 
scription, exactly. 


Exersentry  can  be 
worn  at  any  time— dur- 
ing normal  activity  or  for 
vigorous  exercise.  This 
lightweight  electronic 
heart  rate  monitor  straps 
comfortably  to  the  chest 
and  can  be  worn  under 
clothing.There'snogel  or 
paste  required.  The  con- 
venient, reusable  elec- 
trodes are  activated  in 
seconds  by  the  patient's 
own  body  moisture. 

So,  give  your  patients  the  kind  of  reassurance 
they  feel  when  they’re  under  your  personal  obser- 
vation and  care,  as  they  resume  their  routine  at 
home  or  at  work. 

Prescribe  exercise  that  is  safe,  effective,  and 
used  only  as  directed  ...  by  you. 

Prescribe  Exersentry. 

For  complete  information,  write  Physical 
Fitness  Systems,  or  call  (402)  391-0252. 


“Exercise  Equipment  You  Can  Live  With” 

PHYSICAL  FICflEtt 


9 00-5  30 
Mon  - Fri 


yacEiiu 

3029  South  83rd  Plaza 

Omaha,  NE  681  24 


9:00-2:00 

Saturday 


Quality  fitness  equipment  and  programs  for  business,  medical,  home  and  spa  use. 


^^WH 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 

THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE. 

Germany  or  Little  Rock  — Alaska  or  Tucson. 

Arizona  — whatever  your  geographical  prefer 
ence,  we’ll  work  to  place  you  there.  And  you’ 
know  the  assignment  before  you  are  committed 
This  is  just  one  of  the  many  advantages  for 
physicians  in  Air  Force  medicine  We  also  pro- 
vide excellent  salaries.  30  days  of  paid  vacation 
each  year;  and  for  qualified  physicians,  an  op- 
portunity to  train  in  a specialty  area  Most  im- 
portantly, we  provide  an  environment  in  which 
you  can  practice  medicine  And  the  support  to 
eliminate  your  involvement  in  paperwork 

We  would  like  to  tell  you  more  about  Air 
Force  medicine. 

Capt.  Archie  Summerlin 

116  South  42nd  Street,  Omaha,  NE.  (402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


Twlfraa 

A great  way  of  life. 


“They’re  just  flipping  to  see  who  performs  the 
autopsy.” 
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antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome  * 


Librax 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
| drug  Dy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly"  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidmium  Bromide 

Warnings:  Caution  patients  about  possible  com 
bined  effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g . operat- 
ing machinery,  driving)  Physical  and  psychologi- 
cal dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCl/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos 
age  to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend 
encies  may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adiustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
laundice.  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  re.  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets 


Roche  Products.  Inc 
Manati,  Puerto  Rico  00701 


Acute  pain 

is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pai 

Empirin c Codeine  #3 


Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  /C' 

). 


phosphate,  30  mg,  (Warning  — may  be  habit-forming). 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 


For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  ot  the 
following  strengths  No  2 — 15  mg.  No  3 — 30  mg.  and  No  4 — 60  mg  (Warning  — may  be  habit-tormmg ) 
CONTRAINDICATIONS  Hypersensitivity  to  aspirin  or  codeine 

WARNINGS 


Drug  dependence  Empirin  with  Codeine  can  produce  drug  dependence  ot  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion ot  this  d'ug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subiect  to  the  Federal  Con- 
trolled Substances  Act 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  dnving  a car  or  operating  machinery  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 

anesthetics,  phenothiazines.  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression  When  such  combined  therapy  is  contemplated,  the 
dose  ot  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  m the  |udgment  ot  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS 


Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  ot  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  miury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  ot  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin 

risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  (unction,  hypothyroidism.  Addison's  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders 
REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  it  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

most  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweatmg,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirmJ 
are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
lash  or  even  an  anaphylactic  reaction  With  these  exceptions,  most  ot  the  side  effects  occur  after  repeated  administn 

doses. 

AND  ADMINISTRATION  Dosage  should  be  adjusted  according  to  the  seventy  of  the  pain  and  the  response  of 
ft  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  beiow  in  cases  of  more  severe  pain 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


MY  THOUSANDTH  EDITORIAL 

Well,  it  may  not  be  exactly  a thousand.  But  I 
write  5 or  6 each  month,  and  that  is  65  to  70 
every  year,  and  it  has  been  more  than  15  and  a 
half  years;  I began  with  the  May  1965  issue. 
That’s  more  than  a thousand. 

They  were  all  medical,  except  some  were 
only  remotely  connected  with  life  as  a phy- 
sician. My  excuse  was  that  medicine  touches 
every  part  of  life;  and  what  is  not  medical?  And 
my  readers  bought  it;  anyway,  they  did  not 
complain. 

There  is  so  much  to  say,  that  I have  the  idea 
that  one  could  go  on  easily  for  another 
thousand  without  coming  up  for  air.  We  make 
scientific  strides,  and  we  are  touched  by 
economics  and  by  the  social  side  of  medical 
practice.  The  government  sits  on  our  necks, 
the  lawyers  drag  us  to  court,  and  with  it  all, 
practice  changes  every  day. 

So  a thousand  isn’t  so  much.  Wait  a while. 
F.C. 


WHAT  DID  THE  PATIENT  SAY? 

Sooner  or  later,  we  have  to  tell  the  patient 
what  we  know,  and  finally,  we  must  come  with 
unpleasant  information.  Some  of  us  blurt  it 
out,  some  wait  to  be  asked,  and  others  delay 
until  the  telling  cannot  be  put  off.  But  what  is 
unpleasant  may  not  be  avoided,  and  it  is  the 
physician  who  must  finally  consult  with  the 
patient.  It  may  be  only  to  say  that  surgery  is 
necessary,  or  that  the  leg  must  come  off,  or  to 
remind  the  patient  that  we  are  none  of  us 
immortal,  and  time  is  running  out. 

Write  to  me  and  tell  me  what  the  patient 
said  when  you  read  the  biopsy  report,  with  the 
word  cancer,  or  when  you  said  the  foot  could 
not  be  saved,  or  especially  when  you  felt  that 
death  was  on  the  way.  I will  publish  your  letter 
in  the  Journal,  as  a Letter  to  the  Editor.  I think 
we  would  like  to  know  what  patients  say  when 
we  come  with  unwanted  news.  We  must  all  of 
us  lie  down  in  darkness,  but  we  may  not  want 
to  be  reminded. 

F.C. 


THE  TOWER  OF  BABBLE. 

He  come  in  yesterday. 

It’s  not  apropos. 

It  don’t  mean  nothin. 

Are  them  downstairs? 

Then  he  give  the  diagnosis. 

They  haven’t  came  yet. 

I haven’t  went 
Where  is  it  at? 

It  ain’t  here  as  of  yet. 

When  you  was  here. 

Where  do  you  have  to  meet  him  at? 

Him  and  me  can’t  swim. 

All  these  were  said  by  young  high  school  and 
college  graduates. 

Two  had  finished  postgraduate  education. 
They  were  not  physicians. 

And  I heard  these  things  during  one  restaurant 
visit: 

Okey-dokey. 

All  rightie. 

B’bye. 

And  from  someone  who  doesn’t  know  me: 
How  are  you  today? 

Have  a nice  day. 

F.C. 


GRAVITY  ISN’T  FUNNY 

I hate  to  drop  things,  but  I drop  them.  And 
the  force  of  gravity,  which  Einstein  said  was 
something  else,  leaves  me  cold.  I spill  drinks,  I 
knock  over  glasses,  and  I let  go  of  one  third  of 
the  things  I carry. 

You  know  how  bread  and  butter  falls.  And  if 
an  egg  slithers  off  the  side  of  my  plate,  it 
doesn’t  just  slide  onto  the  convenient  place 
mat;  0 no,  it  skips  over  the  mat  and  with 
unforeseen  agility  makes  its  way  onto  the  floor, 
sunnyside-upside-down. 

Then  there  is  my  brain,  which  is  easily  found 
at  the  top  of  me,  so  that  all  my  blood  has  to 
fight  its  ways  against  gravity  to  get  there.  And 
my  feet  get  too  much  of  a sluggish  flow  and  my 
veins  get  varicoser. 

The  astronauts  had  a pretty  funny  time  of  it 
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floating  around  in  a gravity-free  world,  but  did 
it  hurt  them  any,  I wonder? 

I was  the  star  of  our  anatomy  class  for  one 
shining  moment,  w’hen  our  colorful  professor 
asked,  what  muscle  makes  the  jaw  drop? 
Gravity,  I said  brightly,  and  my  teacher  said, 
Cole  reads  the  fine  print  in  Cunningham.  I 
think  it  was  all  I read,  but  I was  right;  it's 
gravity. 

And  we  can  finally  get  more  medical:  there 
are  falls.  Do  I bounce,  do  I descend  gently  and 
gracefully  and  get  right  up?  No,  I lie  there, 
1)  looking  foolish,  what  with  somebody  asking, 
May  I help  you  sir?  and  the  sir  hurts  as  much  as 
the  fall,  and  2)  there  are  all  those  fractures 
waiting  for  me,  like  the  wrist,  and  the  back,  and 
the  kneecap,  and  the  skull,  and  the  hip,  which 
last  alone  could  end  my  sparkling  career. 

If  there  is  a law  of  gravity,  repeal  it,  I say. 
F.C. 


THE  EDITOR’S  LAMENT 

Why  aren’t  you  reading  the  Nebraska 
Medical  Journal,  instead  of  that  old  Time,  my 
doctor-friend  asked  me  today,  and  he  may 
have  gone  on  to  say  that  we  were  better  than 
Time  or  Newsweek.  I told  him  that  it  was 
because  I knew  everything  that  he  could  read 
in  the  Nebraska  Med  J;  I had  read  it  before, 
and  I had  written  much  of  it. 

It  reminds  me  of  the  time  LaGuardia  was 
reading  a speech  someone  had  written  for  him, 
only  he  had  not  read  it  before,  and  he  came  to  a 
funny  story  he  had  not  ever  heard,  and  he  went 
into  gales  of  belly  laughter,  so  that  it  was 
obvious  to  all  that  he  was  listening  to  his  own 
speech  for  the  first  time. 

My  lament  is  this.  I cannot  enjoy  the 
Journal.  I put  it  to  bed,  as  editors  say,  in 
pieces,  and  when  you  are  enjoying  the  March 
issue,  I am  working  on  July.  How  I envy  you.  I 
cannot  enjoy  the  Journal,  and  I just  know  you 
do. 

F.C. 
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Perinatal  Report: 


IS  ROUTINE  IRON  SUPPLEMENTATION 
NECESSARY  DURING  PREGNANCY? 

IT  has  long  been  recognized  that 
normal  pregnant  women  rapidly 
increase  their  plasma  volumes. 
Their  complementary  red  cell  masses  increase 
at  a slower  rate.  A healthy  gravida  with  her 
different  rates  of  expanding  plasma  and  RBC 
volumes  generally  has  a lower  hematocrit  at 
24-34  weeks  than  during  early  pregnancy  or  at 
term.  We  have  measured  plasma  volumes  and 
found  that  women  at  risk  for  toxemia,  pre- 
mature labor  and  in  utero  growth  retardation 
generally  have  failed  to  expand  their  plasma 
volumes  above  non-pregnant  levels.  Our 
studies  and  the  literature  support  the  “hypo- 
volemia hypothesis:”  maternal  failure  to  ex- 
pand blood  volume  is  associated  with  a high 
risk  of  fetal  growth  retardation,  toxemia  and 
premature  labor. 

Without  pharmacological  doses  of  iron,  a 
normal  expanding  maternal  plasma  volume 
between  24  and  34  weeks  is  associated  with  a 
declining  hematocrit  and  improved  pregnancy 
outcome.  By  contrast,  a constant  or  rising 
hematocrit  during  late  pregnancy  often  indi- 
cates hypovolemia,  implying  a pathological 
condition  and  probable  pregnancy  complica- 
tions. Several  clinics  now  suggest  that  hema- 
tocrits above  40%  during  the  critical  24-34 
weeks  of  gestation  are  pathological.  Studies  of 
the  55,000  births  recorded  in  the  Collaborative 
Project  showed  that  hematocrits  above  40% 
are  correlated  with  a marked  increase  in  the 
incidence  of  stillborns,  toxemia,  growth  re- 
tarded fetuses  and  premature  labors.1 

In  Europe  and  Japan,  iron  preparations  are 
not  routinely  prescribed  for  healthy  pregnant 
women,  the  philosophy  being  that  normal 
decreased  hematocrits  mean  reduced  blood 
viscosity  and  cardiac  work  as  well  as  reduced 
saturation  of  iron-binding  proteins,  which  may 
be  protective  against  bacterial  infections.  It 
has  been  shown  in  both  Europe  and  the  United 
States  that  hematocrit  values  of  30%  are 
optimal  for  oxygen  delivery  to  tissue,  rather 
than  the  previously  accepted  value  of  45%. 
Pharmacological  doses  of  iron  as  used  in  many 
antenatal  clinics  can  increase  RBC  volumes 
above  any  physiologic  range.  It  should  also  be 
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recalled  that  prenatal  iron  tablets  are  one  of 
the  leading  causes  of  infant  poisoning  in  the 
United  States. 

It  appears  that  the  measurement  of  serum 
ferritin  is  an  accurate  indicator  of  iron  stores. 
Our  current  policy  is  to  not  treat  pregnant 
women  whose  serum  ferritin  levels  are  normal 
with  high  supplemental  iron  doses,  regardless 
of  what  their  hematocrits  may  be. 

As  the  New  Zealand  obstetrician  Liley,  of 
amniocentesis  fame,  has  stated,  “In  pregnant 
women  with  a reasonable  diet  and  a moderate 
hematanic  supplement,  a low  hemoglobin 
(hematocrit)  more  often  indicates  a high 
plasma  volume  than  it  does  anemia.  A high 
hemoglobin  (hematocrit)  is  not  a sign  of  good 
health,  but  an  indication  of  low  plasma 
volume.”2  A reasonable  goal,  then,  of  antenatal 
care  is  that  women  have  a declining  hematocrit 
at  24  to  34  weeks.  After  this  time  or  at  term, 
the  hematocrit  should  rise  as  red  cell  mass 
catches  up  with  plasma  volume  expansion.  If  a 
woman  has  not  received  pharmacological 
doses  of  iron  and  has  not  had  a decline  in 
hematocrit,  a reasonable  assumption  appears 
to  be  that  she  is  at  risk  for  pregnancy 
complications. 
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My  Specialty: 

Otorhinolaryngology 
and  Maxillofacial  Surgery 


THE  specialty  of  otolaryngology  is  a 
dynamic  specialty,  which  has 
undergone  many  changes  over 
the  years,  and  especially  so,  in  the  past  15 
years.  The  specialty  covers  several  major  areas 
of  emphasis,  specifically,  otology,  rhinology, 
laryngology,  (including  bronchoesophagology) 
regional  plastic  and  reconstructive  surgery, 
and  allergy. 

Otology:  Otology’s  major  emphasis  was  in 
the  control  of  infection,  until  the  development 
of  antibiotics.  Initially,  surgery  dealt  only  with 
control  of  infection,  with  no  thought  given  to 
preservation  of  the  patient’s  hearing.  In  1910, 
some  of  the  earliest  surgery7  began  to  take  into 
consideration  preservation  of  the  hearing. 
With  the  introduction  of  the  operating  micro- 
scope, the  surgery  was  enhanced  tremendously. 
Significant  advances  were  able  to  develop  in 
control  of  diseases  of  the  ear,  as  wrell  as 
preservation  and  restoration  of  hearing 
through  tympanoplasty  procedures  and 
through  procedures  aimed  at  restoration  of  the 
middle  ear  mechanism,  destroyed  by  disease, 
or  rendered  inoperative  by  otosclerosis. 

In  recent  years,  major  advances  have  been 
made  in  surgery  of  the  inner  ear,  and  also  the 
internal  auditory  canal.  Patients  who  suffer 
from  vertigo,  which  is  not  responsive  to 
medical  management,  have  found  relief 
through  endolymphatic  shunt  and  vestibular 
neurectomy  operations.  The  diagnosis  and 
management  of  acoustic  neuromas  through  the 
translabyrinthine  and  middle  fossa  approaches 
have  introduced  a new  dimension  in  the 
management  of  these  lesions.  As  an  otologist 
looks  to  the  future,  research  is  making  possible 
help  to  the  profoundly  deaf  through  an 
implanted  auditory  prosthesis.  Much  research 
is  being  done  today,  in  an  effort  to  restore,  and 
hopefully  preserve  hearing,  in  the  countless 
thousands  of  people,  who  suffer  hearing  loss, 
because  of  nerve  deafness. 

Rhinology:  The  development  of  nasal  surgery 
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goes  back  many  thousands  of  years  and  mainly 
dealt  with  external  defects,  such  as  amputa- 
tion, which  occurred  either  as  one  means  of 
punishment  for  a crime,  including  adultery, 
battle  wounds,  or  congenital  defects.  Some  of 
the  reconstructive  methods  go  back  centuries 
and  often  utilized  forehead  or  cheek  flaps  in 
the  repair. 

Intranasal  surgery7  really  began  to  develop  in 
the  1800s,  initially  done  only  to  remove 
intranasal  tumors.  It  later  was  done  to  relieve 
nasal  airway  obstruction,  due  to  deviation  of 
the  nasal  septum.  Initially,  the  septum  was 
resected,  but  in  more  modern  techniques,  the 
septal  cartilage  was  preserved,  setting  the 
stage  for  modern  nasal  surgery7,  which  is 
cosmetic,  as  well  as  functional,  and  with 
predictable  results. 

During  the  same  period  of  time,  the  surgical 
management  of  sinus  disease  developed. 
These  techniques  were  used  initially  to  control 
the  diseases  in  the  sinuses,  such  as  the 
Caldwell-Luc  operation  for  the  Maxillary- 
Sinus.  Frontal  sinusitis  was  initially  handled  by 
oblation,  but  modern-day  methods  of  manage- 
ment utilizes  the  osteoplastic  flap,  preserving 
the  cosmetic  aspects  of  a person  who  has 
disease  involving  these  sinuses.  The  opera- 
tions which  involve  the  sphenoid  sinus  for 
infectious  disease,  have  been  utilized  as  a 
modern-day  approach  to  the  sella  turcica  and 
is  now  very  commonly  used  for  hypophvsectomy 
operations  through  the  transnasal,  trans- 
sphenoidal setting. 

Laryngology  and  broncho-esophagology:  The 
earliest  successful  laryngeal  surgery  was  done 
in  1778  for  removal  of  a meat  foreign  body.  But 
Billroth  is  credited  with  performing  the  first 
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successful  laryngectomy  in  1873,  for  carci- 
noma. The  development  of  the  electric  lamp  in 
1878  allowed  major  advances  to  occur  in  the 
field  of  broncho-esophagology.  Initially,  in- 
candescent lamps  were  attached  distally  on 
hollow  tubes,  which  were  later  replaced  by  a 
light  carrier.  This  equipment  has  been  modi- 
fied in  modern  times,  and  includes  flexible 
bronchoscopes  made  possible  through  the 
development  of  coherent  fiberoptic  bundle 
systems.  This  latter  development  has  ex- 
tended the  area  that  can  be  directly  studied  in 
the  bronchial  tree,  as  well  as  permitting 
gastroscopy,  duodenoscopy,  transduodenal 
pancreatography,  and  even  cholengiography. 

With  development  of  high-speed  photog- 
raphy and  speech  printing,  more  accurate 
analysis  of  the  speech  mechanism  has  become 
possible,  shedding  new  light  on  the  vocal 
disorders,  such  as  spastic  dysphonia  and  other 
types  of  dysphonias. 

Regional  plastic  and  reconstructive  surgery: 
Plastic  surgery  is  one  of  the  oldest  forms  of 
surgery  known  to  mankind.  Papyrus  inscrip- 
tions, which  date  back  to  the  Egyptians  in 
2550  B.C.,  support  this  concept.  Through  the 
ages,  wars,  religious  ceremonials,  punishment, 
primitive  healing,  and  the  need  for  recognition 
have  influenced  the  history  of  plastic  surgery. 

In  modern  times,  the  demands  of  World  War 
I and  II,  have  stimulated  the  development  and 
reinforcement  of  plastic  surgery  techniques 
used  today. 

These  principles  are  used  in  the  field  of 
otolaryngology  and  maxillofacial  surgery  as 
they  pertain  to  the  regional  problems  of  the 
head  and  neck  area.  They  have  been  used  to 
improve  the  appearance  of  people,  who  suffer 
from  the  effects  of  aging,  as  well  as  general 
malformations  of  the  head  and  neck.  Today, 
many  otolaryngologists  perform  a wide  range  of 
plastic  surgical  procedures  about  the  head  and 
neck,  including  the  nose,  ears,  the  aging  face, 
eyelids,  and  lips,  to  correct  the  defects  which 
result  from  accidents,  surgery  for  tumors, 
congenital  and  acquired  abnormalities. 


Allergy:  Advances  in  immunology  have  shed 
much  light  on  the  mechanism  for  allergic 
responses.  These  still  are  very  poorly  under- 
stood. Consequently,  the  emphasis  in  this  area 
remains  largely  clinical,  emphasizing  reduction 
on  antigen  load,  sensitivity  testing,  and  de- 
sensitization, and  treatment  with  antihisti- 
mines.  Allergy  and  immunology  are  playing  an 
ever  increasing  role  in  the  modern  practice  of 
otolaryngology. 

As  this  specialty  has  developed,  training  has 
also  changed,  and  now  requires  a total  of  4 
years  (soon  to  be  5)  of  training  following 
graduation  from  Medical  School.  One  year  of 
general  surgery  is  required,  and  four  years  of 
specialty  training  will  be  required  for  board 
certification  beginning  in  1981.  The  field  of 
otolaryngology  and  maxillo-facial  surgery 
presents  a challenge  for  clinicians  to  stay 
up-to-date  in  the  many  developments  that  are 
relative  to  our  specialty,  as  well  as  medicine  in 
general.  The  specialty  has  an  interface  with 
many  disciplines,  making  good  communication 
a necessity,  as  well  as  a welcomed  chance  to 
exchange  ideas  and  concepts  with  the  many 
other  fields  to  which  otolaryngology  relates. 
The  specialty  covers  all  ages  and  deals  with 
children’s  disorders,  be  they  congenital  or 
acquired,  as  well  as  adults,  whose  problems 
may  be  traumatic,  metabolic,  or  neoplastic. 
The  specialty  has  changed  tremendously  since 
I was  a resident.  The  type  of  cases  and  type  of 
patients  we  are  seeing  at  the  present  time  are 
in  many  ways  totally  different  from  those 
whom  I saw  in  my  training.  This  reflects  the 
dynamic  nature  of  the  specialty. 

I am  told,  in  the  1930s,  otolaryngology  was 
felt  to  be  a dying  specialty.  Many  people 
predicted  this  to  occur  after  the  advent  of 
antibiotics,  which  radically  changed  the  treat- 
ment methods  in  use  at  this  time.  As  can  be 
seen  by  the  developments  which  have  occurred 
since  this  time,  the  specialty  is  not  dead,  but 
instead  a very  dynamic  specialty,  or  which  I am 
very  happy  to  be  a member. 
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Surgical  Nutrition  — 
Nutritional  Assessment 


DIAGNOSIS  and  treatment  of 
protein  calorie  depletion  in 
hospitalized  patients  is  now  an 
essential  requirement  for  the  modern  phy- 
sician. It  is  estimated  that  50  to  75%  of 
hospitalized  patients  have  nutritional  deficits. 
Inability  to  recognize  these  patients  or  to 
correct  their  problem  significantly  increases 
morbidity  and  mortality.  It  is  the  purpose  of 
this  paper  to  present  the  approach  we  use  to 
identify  these  patients  at  risk. 

Because  a nutritional  assessment  profile  is 
relatively  inexpensive  and  easily  performed  at 
no  risk  to  the  patient,  we  would  recommend  it 
for  any  individual  undergoing  in-hospital 
enteral  or  parenteral  support,  or  for  any 
patient  with  a pre-hospital  history  suggesting 
protein  calorie  depletion.  A large  percentage  of 
surgical  patients  will  require  nutritional  as- 
sessment. However,  it  is  well  recognized  that 
protein  calorie  deficiencies  are  evident  in  all 
types  of  hospitalized  patients.  A second  large 
group  of  patients  at  high  risk  are  those 
undergoing  Oncologic  operations,  radiation,  or 
chemotherapy.  We  recommend  liberal  use  of 
the  nutritional  assessment  profile  so  that  we 
do  not  miss  an  opportunity  to  provide  our 
patients  with  the  very  best  nutritional  care 
during  their  hospital  stay.  If  the  patient  is 
found  not  to  have  any  deficiencies,  then  full 
attention  can  be  focused  on  identification  and 
treatment  of  other  medical/surgical  problems. 
If,  however,  a patient  with  protein  calorie 
malnutrition  is  not  identified  on  admission,  an 
important  component  of  his  disease  will  be 
missed  during  his  hospitalization.  This  omis- 
sion will  compromise  other  forms  of  treatment, 
create  additional  deficiencies,  prolong  hospi- 
talization and  delay  his  return  to  good  health. 
In  some  individuals  correction  of  nutritional 
deficiencies  may  be  all  that  is  required.  In 
many  others,  it  forms  a foundation  for  success- 
ful outcome  of  other  therapeutic  manipula- 
tions. 

The  performance  of  the  nutritional  assess- 
ment is  accomplished  with  the  help  of  the 
dietitians,  nurses,  and  pathologists.  Each 
patient  has  an  interview  with  one  of  our 
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dietitians.  Their  goal  is  to  review  the  nutri- 
tional history  and  calculate  the  enteral  caloric 
intake.  They  are  responsible  for  initial  assess- 
ment and  suggestions  for  nutritional  therapy. 
Dietitians  periodically  reassess  the  nutritional 
parameters  of  those  patients  receiving  in- 
tervention nutritional  therapy.  The  form  of 
therapy  chosen  to  support  patients  identified 
as  being  at  risk  is  the  responsibility  of  the 
attending  physician.  He  should  be  familiar 
with  enteral  and  parenteral  hyperalimentation. 
If  necessary,  consultation  should  be  requested 
to  ensure  that  this  patient  receives  every 
nutritional  advantage  during  hospitalization. 

The  dietitian  will  complete  the  first  16 
categories  of  the  nutritional  assessment  form 
(Chart  1)  during  her  initial  visit.  Special 
attention  is  given  to  recent  changes  in  weight. 
A loss  of  5%  or  10  pounds  identifies  a 
significant  caloric  deficiency  in  the  pre- 
hospital days.  Failure  to  reverse  this  trend  will 
result  in  continual  deterioration. 

Tricep  skin  fold  is  a direct  measurement  of 
subcutaneous  fat  storage.  A below  normal 
measurement  suggests  pre  existing  malnutri- 
tion. Mid  arm  circumference  and  mid  arm 
muscle  circumference  correlate  with  skeletal 
protein  mass.  A reduced  measurement  is 
significant  of  on  going  protein  depletion. 

Serum  albumin,  transferrin,  and  total  iron 
binding  capacity  are  measured  to  identify 
viseral  and  serum  protein  depletion  states.  As 
a single  parameter,  they  are  not  specific,  but  if 
all  are  depressed  the  patient  is  regarded  to  be 
at  high  risk. 

The  lymphocyte  count  reflects  the  compe- 
tence of  the  reticuloendothelial  and  immune 
systems.  A decrease  in  the  percentage  of 
lymphocytes  reflects  a decreased  resistance  to 
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CHART  1 

NUTRITIONAL  ASSESSMENT 


1.  Name  

2.  Age  3.  Sex 

4.  Height 

5.  Weight 

6.  Maximum  weight 

7.  Body  surface  area 


-(cm) 

-(kg) 

-(kg) 

(m2) 


8.  Date 

9.  Diagnosis  

10.  Ideal  body  weight  (kg) 

11.  % Ideal  body  weight 

12.  Recent  weight  loss  

13.  % Recent  weight  loss  


Parameters 

Patient  values  Assessment 

> 90%  Standard 
Not  Depleted 

60-90%  Standard 
Mod.  Depleted 

< 60%  Standard 
Severely  Depl. 

14.  Triceps  Skin-fold  (TSF) 

mm 

15.  Mid-Arm  Circumference  (MAC) 

cm 

16.  Mid-Arm  Muscle  Circumference 
MAMC-MAC  (cm)  - (3.14  x TSF) 

cm 

17.  Serum  Albumin 

g/100ml 

18.  Lymphocyte  (%) 

% 

19.  Transferrin 

Serum  Transferrin  - (0.8  x TIBC)  - 43 

mg/ 
100  ml 

20.  Creatine  Height  Index  (CHI) 

% 

21.  Immune  Skin  Test  Response 

22.  BUN/Creatine  Ratio 


23.  Urine  Urea  Nitrogen 


gms/24  hr 


24.  Total  Iron  Binding  Capacity  (TIBC) 


infection.  In  absence  of  immune  deficiency 
states,  appropriate  nutritional  restoration  will 
return  the  lymphocyte  count  to  a normal  range. 

The  BUN  to  Creatine  ratio  is  a quick 
parameter  to  use  to  assess  inadequate  protein 
stores.  A ratio  of  greater  than  20  to  1 reflects 
excessive  protein  breakdown  and  a catabolic 
state.  A ratio  of  less  than  10  to  1 reflects 
protein  depletion  and  inadequate  protein 
stores.  Care  must  be  taken  in  interpreting  this 
single  parameter  as  alteration  in  hepatic  or 
renal  function  can  falsely  elevate  or  decrease 
the  results. 

Each  patient  has  a 24  hour  urine  sample 
collected  and  sent  for  evaluation  for  urine  urea 
nitrogen,  and  creatine  clearance.  The  creatine 
height  index  is  calculated  from  the  creatine 
excretion  and  compared  to  a table  of  normals. 
The  creatine  height  index  is  a sensitive 
indicator  of  the  current  state  of  nutrition.  A 


-inadequate  protein  status 
normal 

excessive  protein  breakdown 


positive  nitrogen  balance 
negative  nitrogen  balance 


mcg/100  ml 


elevated 

normal 

decreased 


measurement  below  the  expected  suggests  pre 
hospital  malnutrition.  The  urine  urea  nitrogen 
is  a measurement  of  the  protein  catabolism  of 
the  individual.  Approximately  90%  of  the 
nitrogen  excreted  in  the  urine  is  in  the  form  of 
urea  nitrogen.  In  accelerated  catabolic  states 
the  nitrogen  excretion  is  increased.  The 
urinary  nitrogen  measurement  is  repeated  at 
intervals  during  hospitalization  to  recalculate 
and  adjust  nutritional  therapy.  An  additional 
four  grams  of  nitrogen  is  added  to  the  urine 
nitrogen  excreted  to  adjust  for  nitrogen  losses 
in  feces,  hair,  and  skin.  Nitrogen  balance 
studies  are  then  calculated  for  each  patient.  A 
positive  nitrogen  balance  implies  that  the 
nitrogen  being  received  bv  the  patient  is 
greater  than  the  nitrogen  being  excreted  in  the 
urine  plus  the  additional  losses  in  feces,  hair, 
and  skin.  A negative  nitrogen  balance  implies 
that  more  nitrogen  is  being  excreted  and  lost 
than  is  being  delivered  to  the  patient.  Ideally 
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the  patient  should  always  he  in  positive 
nitrogen  balance  with  a surplus  of  4 to  10 
grams  of  nitrogen  per  24  hours.  If  your  patient 
is  not  receiving  at  least  as  much  nitrogen  as  is 
being  excreted,  protein  depletion  will  continue 
and  nutritional  goals  will  not  be  reached. 

Each  patient  is  tested  against  a battery  of 
six  cutaneous  antigens.  Number  1 Candida  1 
to  100.  Number  2 Candida  1 to  10.  Number  3 
PPD-S  5 T.U.  Number  4 Tricholphyton  1 to 
30.  Number  5 Varidase  5 units.  Number  6 
Varidase  50  units.  A normal  individual  should 
respond  to  at  least  2 antigents.  If  cutaneous 
anergy  is  present  significant  morbidity  and 
mortality  can  be  expected.  Cutaneous  anergy 
can  be  expected  to  be  reversed  if  adequate 
nutritional  replacement  is  accomplished.  Skin 
tests  are  repeated  every  two  weeks  if  initial 
anergy  is  detected.  A restoration  of  immune 
competence  appears  essential  for  successful 
outcome  to  surgical  procedures. 

(Chart  2)  The  patient  is  visited  daily  bv  the 
dietitians  and  a record  of  calories  and  protein 
intake  is  recorded.  These  are  compared  to  our 
predicted  caloric  requirements  as  another 
measurement  of  the  effectiveness  of  our 
program.  Often  the  predicted  requirements 
underestimate  the  actual  needs  of  the 
patients.  Factors  such  as  stress,  operating 
trauma,  cancer,  sepsis,  fistulas,  etc.  accelerate 
the  patient  needs.  We  periodically  review  our 
initial  estimates  in  order  to  become  better  at 
outlining  caloric  goals  for  future  patients.  The 
dietitians  work  closely  with  the  patients  to  help 
find  the  most  palatable  foods  and  supplements 
to  meet  the  protein  and  caloric  needs  of  the 
individual. 

All  of  the  above  mentioned  criteria  are 
reviewed  periodically  during  the  hospitaliza- 
tion. In  general  if  nutritional  goals  are  being 
met,  you  should  see  a return  to  normalization 
in  many  of  the  measurements.  If  they  are  not 
improving,  it  is  essential  to  review  the  amount 
and  distribution  of  calories  and  protein  being 


CHART  2 

Calorie  Intake  IVH 

Meals 

Food  supplements 

Total 

Protein  Intake  IVH 

Meals 

Food  supplements 

Total 

Caloric  Needs  Basal 

Stress  factors 

Total  __ 
Total 


(ORAL)  (IVH) 

of  Basal  and  stress  caloric  needs  not  being  met 7r 

Reasons  for  inadequate  enteral  nutrition: 

f an  nutritional  requirements  be  met  by  adjustment 
and/or  education  in  enteral  feedings?  If  yes,  outline 
program: 

delivered.  Often  times  different  or  additional 
therapy  is  instituted.. 

This  type  of  nutritional  assessment  is  not 
unique  to  our  service,  it  is  a combination  of 
suggestions  from  many  other  authors.  We 
believe  it  is  essential  to  have  objective 
parameters  to  help  identify  deficiencies  and  to 
monitor  patients  on  therapy.  The  program 
outlined  here  is  relatively  inexpensive  and  easy 
to  perform.  It  is  objective  and  reliable  and  by 
continuing  to  review  our  work  we  hope  to 
improve  our  ability  to  restore  nutritional 
wellbeing  to  our  patients. 
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Department  of  Ophthalmology, 
University  of  Nebraska 


THE  Department  of  Ophthalmology 
at  the  University  of  Nebraska 
Medical  Center  occupies  14,400 
square  feet  of  space,  10,000  square  feet  of 
which  is  within  the  Lions  Eye  Institute 
Building  and  the  remaining  4,400  on  level 
three  of  the  University  Hospital.  These  two 
areas  are  adjoining  and  integrated  into  one 
functional  unit.  The  Lions  Eye  Institute 
Building  was  completed  in  1975  and  was 
financed  by  contributions  from  the  Lions 
Clubs  of  Nebraska. 

The  department  has  the  primary  respon- 
sibility for  training  a total  of  nine  residents  in 
the  specialty  of  clinical  ophthalmology.  There 
are  three  residents  in  each  of  the  three  years  of 
training  so  that  at  the  completion  of  the 
residency  program  each  individual  has  com- 
pleted 36  months  training  in  clinical  ophthal- 
mology. This  fulfills  the  requirement  of  the 
American  Board  of  Ophthalmology  for  even- 
tual certification  as  a diplomate. 

The  department  is  also  responsible  for 
medical  student  teaching  and  a formal  didactic 
course  is  presented  near  the  end  of  the 
sophomore  year  occupying  21  instructional 
hours.  The  course  is  given  to  the  entire  class 
and  covers  the  broad  field  of  ophthalmology 
and  its  relationship  to  other  areas  of  medical 
practice  in  detail.  Junior  or  senior  students 
may  also  take  clinical  ophthalmology  as  a 
clinical  elective.  Students  are  taken  for  a 
period  of  no  less  than  4 weeks  nor  more  than 
8 weeks,  and  only  1 student  can  be  taken  at  the 
LTniversity  Hospital  and  1 student  can  be  taken 
at  the  Veterans  Administration  Hospital. 
During  the  rotation  on  ophthalmology,  the 
student  has  the  opportunity  to  learn  basic 
ophthalmic  history  taking,  visual  acuity  test- 
ing, color  vision  testing,  and  examination 
procedures  including  use  of  the  applanation 
tonometer,  the  binocular  indirect  ophthalmo- 
scope and  the  slit  lamp.  The  student  is  also 
allowed  to  go  to  the  operating  room  for 
selected  surgical  cases  and  will  scrub  as  either 
first  or  second  assistant.  Funds  are  often 
available  to  support  a student  for  an  off- 
campus  elective.  These  are  arranged  through 
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the  department  chairman,  and  the  student  is 
assigned  to  a leading  eye  institute  either  in  the 
United  States  or  in  Europe  to  work  with  an 
individual  world-renowned  in  some  specific 
field.  This  has  been  an  extremely  rewarding 
part  of  our  educational  effort,  and  many 
students  have  undertaken  careers  in  ophthal- 
mology as  a direct  result  of  a clinical  elective 
either  in  Omaha  or  as  one  of  our  arranged  off- 
campus  electives. 

The  Department  of  Ophthalmology  operates 
the  eye  clinic  and  the  eye  service  at  the 
University  Hospital  where  approximately  300 
major  surgical  procedures  are  done  each  year 
and  approximately  10,500  outpatient  visits  are 
made  each  year.  We  are  also  responsible  for 
operation  of  the  ophthalmology  service  at  the 
Veterans  Administration  Medical  Center  in 
Omaha  where  some  200  major  surgical  pro- 
cedures are  carried  out  each  year  and  approxi- 
mately 5,000  outpatient  visits  are  made. 
Residents  also  rotate  through  the  private 
ophthalmological  service  at  the  Bishop  Clark- 
son Memorial  Hospital  and  the  St.  Joseph’s 
Hospital,  both  of  which  are  located  in  Omaha. 

The  faculty  of  the  Department  of  Ophthal- 
mology currently  includes  Raymond  E. 
Records,  M.D.,  as  chairman,  and  Gerald  R. 
Christensen,  M.D.,  associate  professor.  Nearly 
40  volunteer  faculty  members  assist  in  various 
phases  of  the  training  program  and  in  a variety 
of  teaching  activities. 

The  department  has  all  of  the  equipment 
generally  found  in  large  clinics  situated  else- 
where in  the  United  States.  These  items 
include  an  argon  laser,  Goldmann  perimeter, 
18  completely  equipped  examination  rooms, 
an  electrophysiology  laboratory,  an  ophthalmic 
pathology  laboratory,  a complete  photographic 
department  with  capability  for  performing 
fluorescein  angiography,  stereoscopic  fundus 
photography,  slit  lamp  photography,  and  gen- 
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eral  external  photographic  documentation. 
The  operating  rooms  at  both  the  University 
Hospital  and  the  Veterans  Administration 
Hospital  are  equipped  with  ceiling  mounted 
Zeiss  operating  microscopes  with  excellent 
observer  systems  so  that  the  surgeon,  the 
attending  faculty  member,  and  the  assistant  all 
have  approximately  equal  views  of  the  surgical 
field. 

Every  individual  who  has  completed  resi- 
dency training  with  the  department  has  applied 
for  and  taken  the  American  Board  of  Oph- 
thalmology examinations.  Every  individual  has 


passed.  Every  practice  association  or  solo 
practice  which  each  of  our  graduates  have 
established  has  blossomed  into  a successful 
and  rewarding  endeavor.  While  this  may  not  in 
itself  be  an  accurate  measurement  of  excel- 
lence or  mediocrity,  it  is  certainly  a favorable 
reflection  upon  the  individuals  who  have 
undertaken  their  training  with  us  and  then- 
ability  to  absorb  the  knowledge  which  has  been 
made  available  to  them  and  to  fill  in  gaps 
through  their  own  self-teaching.  We  all  cer- 
tainly hope  that  our  department  can  remain  as 
successful  for  the  coming  years  as  it  has  been 
in  the  past. 


Spinal  Epidural  Abscess 


I.  Introduction 

SPINAL  epidural  abscess  has  been 
recognized  since  1762  when 
Morgagni  presented  a case. 
Scattered  cases  and  occasional  attempts  at 
operative  intervention  were  reported  into  the 
20th  century.  Since  then  the  pathophysiology, 
clinical  syndrome,  and  treatment  have  been 
reasonably  well  defined. 

II.  Anatomy  and  pathologic  anatomy 

Dandy  wrote,  “.  . . these  infections,  there- 
fore, whether  acute  or  chronic,  seemed  to 
occur:  1)  only  in  the  spinal  epidural  space, 
2)  only  in  the  dorsal  half  of  the  spinal  canal, 
and  3)  principally  in  the  thoracic  region.”4 

Dandy’s  anatomic  studies  showed  that  the 
spinal  epidural  space  exists  only  dorsal  to  the 
spinal  nerve  attachments.  Ventrally  the  dura  is 
flush  against  the  vertebrae  and  ligaments.  He 
also  showed  that  there  is  only  a potential  space 
between  Cl  and  C7.  Farther  down,  the  space  is 
present  ranging  from  0.5  to  0.75  cm  wide.  Til 
to  L2  is  the  shallowest  area,  and  L3  to  Si  or  S2 
the  deepest.  Below  S2  the  dura  ends  but  the 
epidural  space  is  still  present,  filled  with  fat 
and  veins.  These  findings  account  for  the  usual 
location  of  epidural  abscess. 

In  an  acute  epidural  abscess  with  free  pus, 
the  spinal  cord  usually  looks  grossly  normal.  It 
does  not  look  compressed,  although  there  may 
be  some  softening  at  the  level  of  the  lesion. 


B.  R.  GELBER,  M.D. 

E.  W.  PIERSON,  M.D. 

L.  W.  BIRKMANN,  M.D. 

Neurology  and  Neurologic  Surgery 

Bryan  Memorial  Hospital 

Lincoln,  Nebraska 

Microscopically  there  is  loss  of  normal  archi- 
tecture with  areas  of  demyelination  and  axonal 
degeneration.  Pial  vessels  and  larger  vessels 
are  often,  but  not  always  thrombosed.2-3 

Just  how  the  abscess  causes  the  observed 
histologic  changes  in  the  cord  is  not  known. 
They  are  often  worse  than  those  found  in 
noninflammatory  lesions  of  comparable  size, 
even  though  the  purulent  material  does  not 
penetrate  the  dura. 

There  are  several  pathologic  processes 
which  initiate  these  abscesses.  Some  occur  by 
direct  extension  from  other  lesions  such  as  a 
decubitus  ulcer,  a psoas  abscess,  or  vertebral 
osteomyelitis.  They  also  occur  as  metastatic 
abscesses  via  hematogenous  spread  of  bacteria 
from  septic  thrombophlebitis,  furunculosis, 
puerperal  sepsis  or  pharyngitis.  Of  course,  any 
septic  focus  could  be  a potential  source. 
Organisms  which  have  been  responsible  in- 
clude Staphylococcus  aureus,  Streptococcus, 
E.  Coli,  Pseudomonas,  and  even  anaerobics. 

III.  Clinical  presentation 

Heusner6  has  divided  the  clinical  evolution 
of  spinal  epidural  abscess  into  four  phases: 
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Phase  I Spinal  ache. 

Phase  II  Root  pain. 

Phase  III  Weakness  of  voluntary  muscle, 
sphincters,  and  sensibilities. 

Phase  IV  Paralysis. 

Phase  I begins  with  aching  pain  at  the 
affected  level  of  the  spine.  It  increases  over  the 
following  24  hours.  Fever  and  localized  tender- 
ness develop.  Phase  II  is  usually  entered  on 
the  second  or  third  day  of  the  illness.  There 
may  be  nuchal  rigidity,  headache,  and  reflex 
changes  compatible  with  the  level  of  the  lesion. 
The  lower  extremity  reflexes  will  be  decreased 
in  a cauda  equina  lesion,  and  increased  if  the 
lesion  is  at  a more  proximal  level.  Radicular 
pain  may  occur.  This  is  where  the  diagnosis 
can  and  should  be  made  on  clinical  grounds.  A 
lumbar  puncture  may  be  done  at  this  time,  but 
if  pus  is  encountered,  one  must  be  sure  not  to 
penetrate  into  the  subarachnoid  space,  for  fear 
of  producing  a purulent  meningitis. 

Lumbar  puncture  may  yield  free  pus  if  the 
abscess  is  penetrated  directly,  and  if  not,  the 
CSF  will  be  clear  or  xanthochromic,  with  the 
protein  markedly  elevated.  The  mean  value 
has  been  found  to  be  around  464  mg.  percent. 
Approximately  equal  numbers  of  polymorpho- 
nuclear leukocytes  and  lymphocytes  are  usual- 
ly seen  (mean  60  cells/cu  mm).  The  glucose  is 
normal  unless  there  is  concomitant  meningitis.1 

If  treatment  is  not  begun  at  phase  II,  the 
patient  will  progress  to  phase  III,  which  is 
characterized  by  excruciating  spinal  pain, 
nuchal  rigidity,  muscle  weakness,  and  sphinc- 
ter dysfunction,  i.e.,  signs  of  spinal  cord  com- 
pression. At  this  stage  the  mistaken  diagnosis 
of  poliomyelitis  and  leptomeningitis  have  been 
made.  The  weakness  should  exclude  menin- 
gitis, the  sensory  findings  poliomyelitis. 
Lumbar  puncture  findings  also  should  prevent 
these  diagnostic  errors. 

Progress  from  phase  II  to  phase  III  may  take 
two  to  seven  days  but  progression  from  phase 

III  to  phase  IV  is  usually  much  quicker.  Phase 

IV  consists  pf  complete  paralysis  below  the 
level  of  the  lesion  accompanied  by  severe  toxic 
prostration  and  death  may  follow. 

If  the  abscess  arises  by  direct  extension 
from  vertebral  osteomyelitis,  progression  from 
phase  I to  phase  II  takes  days  or  weeks,  but  the 
progression  to  phase  III  is  quicker.  Of  course, 


x-ray  evidence  of  bone  destruction  can  be 
found.  If  the  infection  remains  confined  to 
bone,  the  patient’s  disease  remains  arrested  at 
phase  I.  In  this  case  the  clinical  picture  may  be 
confused  with  tuberculosis  or  even  Hodgkin’s 
disease. 

IV.  Case  reports 

Case  1: 

This  is  a 33  y/o  female  who,  five  days  prior 
to  admission  developed  neck  pain,  fever  and 
slight  weakness  of  the  right  hand.  Two  days 
before  admission  she  developed  definite  weak- 
ness in  both  hands.  Over  the  next  48  hours  she 
had  a rapidly  progressive  tetraparesis,  in- 
cluding loss  of  sphincter  function.  Examina- 
tion by  her  local  physician  revealed  menin- 
gismus  and  a lumbar  puncture  showed  a 
protein  of  220  mg  percent  with  88  white  blood 
cells.  She  was  transferred  to  Lincoln  General 
Hospital.  Neurologic  examination  revealed 
marked  nuchal  rigidity.  There  was  a motor  and 
sensory  level  at  C6. 


A pantopaque  myelogram  was  performed. 
(Figure  1)  This  showed  a complete  obstruction 


Figure  1 

Pantopaque  myelogram  shows  complete  obstruc- 
tion at  T-l. 
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to  the  cephalad  flow  of  dye  at  the  Tl  level.  She 
was  taken  immediately  to  surgery  where  a 
laminectomy  was  performed  from  C3  to  T2. 
Free  pus  was  found  in  the  epidural  space 
between  Tl  and  T2.  A chronic  granulomatous 
mass  was  found  encasing  the  dura  up  to  the  C3 
level.  This  was  carefully  dissected  free.  The 
dura  was  not  opened.  The  wound  was  irrigated 
with  Bacitracin  solution  and  then  closed  over 
two  soft  red  rubber  drains.  Intraoperative 
cultures  later  grew  staphylococcus  aureus.  She 
was  treated  with  intravenous  Oxacillin  for  four 
weeks.  Her  strength  and  sensation  gradually 
returned  and  were  markedly  improved  at  the 
time  of  dismissal.  Follow-up  examination  three 
months  postoperatively  showed  that  the 
neurologic  deficit  had  completely  resolved. 
When  last  seen  at  ten  months  after  laminec- 
tomy she  was  free  of  neurologic  deficit. 
Postoperative  myelogram  showed  resolution  of 
the  obstruction.  (Figure  2). 


Figure  2 

Postoperative  myelogram  shows  resolution  of  the 
obstruction  with  free  flow  of  pantopaque  into 
cervical  region. 

Case  2: 

A 31  y/o  man  in  good  health  developed  a 
minor  infection  of  his  foot,  which  apparently 


resolved  after  treatment  with  antibiotics.  A few 
weeks  later  he  developed  progressively  in- 
creasing low  back  pain,  which  radiated  into 
both  legs.  Examination  showed  tenderness  and 
rigidity  of  his  back.  There  was  slight  weakness 
and  occasional  fasciculations  of  the  Si  in- 
nervated muscles  in  the  right  foot  and  leg,  but 
sensation  and  reflexes  were  intact.  He  was 
afebrile.  His  erythrocyte  sedimentation  rate 
was  elevated.  X-rays  and  a bone  scan  were 
negative.  Lateral  tomograms  of  the  lumbar 
spine  showed  destruction  of  bone  at  the 
lumbar  five  interspace.  Pantopaque  myelo- 
gram showed  no  evident  abnormality.  EMG 
suggested  denervation  in  the  L5  and  Si 
innervated  muscles  bilaterally. 

A laminectomy  was  performed.  Inflam- 
matory tissue  was  found  in  the  epidural  space 
and  granulomatous  material  was  found  in  the 
disc  space.  Biopsies  and  cultures  were  ob- 
tained and  all  cultures  grew  staphylococcus 
aureus  resistant  to  penicillin.  Postoperatively 
he  was  treated  with  four  weeks  of  antibiotics 
and  remained  afebrile.  Sedimentation  rate 
gradually  returned  to  normal.  His  pain  dimin- 
ished over  two  weeks  following  surgery. 

Case  3: 

This  61  y/o  man  had  a two  year  history  of 
progressively  increasing  low  back  and  bilateral 
leg  pain.  For  six  months  prior  to  admission  he 
had  had  progressive  paresthesias  of  the  left 
leg,  and  intermittent  fever  up  to  38.5  degrees 
centrigrade.  Just  prior  to  hospital  admission 
he  developed  urinary  retention.  On  admission 
to  Bryan  Memorial  Hospital,  the  neurologic 
examination  showed  positive  Lesague’s  sign  at 
30  degrees  bilaterally.  The  rectal  sphincter 
tone  and  strength  were  diminished,  and  the 
gastrocnemius  reflex  was  absent  bilaterally. 

Lumbar  spine  x-rays  showed  spondylo- 
listhesis, Grade  I,  lumbar  five  on  sacral  one, 
but  no  bony  destruction  or  erosion.  Laboratory 
studies  showed  a hemoglobin  of  12.7,  white 
count  of  13,000,  and  a sedimentation  rate  of 
110.  A pantopaque  myelogram  was  performed 
(Figure  3)  which  showed  complete  obstruction 
to  the  flow  of  contrast  at  the  fifth  lumbar 
interspace.  The  cerebrospinal  fluid  protein 
was  950  mg  percent,  and  the  CSF  contained 
140  white  cells,  91  percent  of  which  were 
segmented  neutrophils,  and  20  red  cells.  The 
culture  of  the  spinal  fluid  was  negative. 
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Figure  3 

Pantopaque  myelogram  shows  complete  obstruc- 
tion at  the  5th  lumbar  interspace. 


On  November  5,  1979  he  underwent  a 
laminectomy  of  lumbar  four,  five  and  the  upper 
portion  of  the  sacrum.  In  the  epidural  space, 
liquid  purulent  material  along  with  thick 
granulomatous  tissue  was  found.  Gram  stain  of 
this  material  showed  many  gram  positive  cocci 
in  chains.  This  material  was  completely 
removed  and  the  dura  decompressed.  Cultures 
of  this  material  showed  beta-hemolytic  strep- 
tocccus,  non  Group  A,  and  also  a few  E.  Coli. 

Postoperatively  his  pain  was  relieved,  and 
the  fever  resolved.  Gentamicin  60  mg.  q 8 hr. 
was  given  for  15  days,  but  discontinued  when 
the  serum  creatinine  began  to  rise.  Penicillin  G 
2 million  units  IV  every  six  hours  were  given 
for  one  month.  He  was  dismissed  on  the  30th 
postoperative  day,  and  has  returned  to  work. 

The  etiology  of  the  abscess  is  unknown. 
However,  the  patient  had  undergone  colon 
surgery  in  the  past  for  diverticulosis. 

V.  Diagnosis  and  treatment7 

A patient  with  back  pain,  fever,  and 
localized  spinal  ache  or  tenderness  should  be 
evaluated  with  plain  spine  films,  and  lumbar 
puncture  should  be  considered.  Of  course,  the 
needle  must  be  aspirated  at  frequent  intervals 
along  its  tract  to  detect  any  pus  and  to  insure 
that  none  is  introduced  into  the  subarachnoid 
space.  If  a lumbar  abscess  is  suspected,  it  may 


be  better  to  perform  a cervical  puncture  to 
evaluate  the  CSF  although  this  will  not  allow 
direct  aspiration  of  the  abscess  cavity. 

If  signs  of  cord  or  root  compression  are 
present  or  if  the  suspicion  of  an  abscess  is 
high,  then  myelography  should  be  done.  An 
epidural  mass  or  a subarachnoid  block  on  the 
myelogram  should  lead  to  immediate  laminec- 
tomy. The  extent  of  the  laminectomy  must 
include  the  entire  length  of  the  abscess.  An 
acute  abscess  can  be  carefully  drained,  then 
packed  open  and  closed  secondarily,  or  the 
wound  can  be  closed  over  a drain,  perhaps  with 
provision  for  continuous  irrigation  with  saline 
or  bacteriostatic  solutions.  If  a chronic  granu- 
lomatous mass  is  found,  a careful  decompres- 
sive laminectomy  is  carried  out,  and  the  wound 
closed  primarily.  Of  course,  blood  cultures  and 
smears  of  the  surgical  material  are  performed, 
and  antibiotic  therapy,  if  not  already  under- 
way, is  begun  intraoperatively.  If  the  smears  do 
not  suggest  any  specific  group  of  organisms,  a 
penicillinase  resistant  pencillin  should  be 
used,  although  one  may  want  to  begin  with 
more  broad  spectrum  coverage  until  definitive 
cultures  are  available.  Gentamicin  will  be 
effective  against  the  gram  negative  organisms, 
chloramphenicol  or  clindamycin  against  the 
anaerobes,  and  penicillin  G against  strepto- 
cocci. At  least  three  to  four  weeks  of  parenteral 
antibiotics  are  recommended  for  epidural 
abscess,  and  six  to  eight  weeks  if  there  is 
accompanying  osteomyelitis. 

VI.  Prognosis  and  results 

Dandy’s  review  of  existing  cases  to  1923 
revealed  that  23  of  25  patients  died  from  their 
abscesses.  Craig  reported  a case  in  1932,  and 
Love  reported  two  cases  in  1941.  All  of  these 
patients  improved  following  operation.  Han- 
cock0 reported  a series  of  49  patients  in  1973. 
There  were  no  deaths.  Thirty-one  patients  had 
complete  spinal  cord  lesions  preoperatively. 
Twenty-one  of  these  were  unimproved  post- 
operatively. Of  nine  patients  with  incomplete 
spinal  cord  lesions,  none  were  worse  post- 
operatively. Baker  reports  two  series.1  The 
series  from  Boston  City  Hospital  (1930-1948) 
showed  complete  recovery  in  1 1 of  20  patients 
with  four  deaths.  The  series  from  Mas- 
sachusetts General  Hospital  (1947-1974) 
showed  complete  recovery  in  29  of  39  patients 
with  seven  deaths. 
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VII.  Conclusion 

Spinal  epidural  abscess  is  an  uncommon, 
but  not  rare  cause  of  progressive  paraparesis 
or  tetraparesis.  The  diagnosis  can  usually  be 
made  on  clinical  grounds  and  confirmed  by 
lumbar  puncture  and  myelography.  Surgical 
decompression  and  drainage  may  permit 
excellent  recovery  in  many  cases. 
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An  Epidemiological  Study  and  Review  of  the  Literature 
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Abstract 

Benign  hepatocellular  adenomas  of  the  liver 
were  considered  rare  in  the  past.  In  recent 
years,  the  incidence  of  these  neoplasms  has 
apparently  increased.  Most  individual  cases 
(more  than  266  in  the  world  literature)  have 
been  in  young  women  who  used  oral  contra- 
ceptives. Although  benign,  these  tumors  may 
rupture  (in  over  30%  of  the  cases)  and  cause 
death  (there  is  a fatality  rate  of  over  10%)  due 
to  internal  hemorrhage.  These  data  prompted 
us  to  conduct  an  epidemiological  study  in 
Nebraska  to  investigate  the  occurrence  and  the 
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relationship  of  these  lesions  to  hormones. 
Nebraska  has  a population  of  one  and  a half 
million,  74,000  of  whom  are  reproductive  age 
women  estimated  to  use  contraceptive  pill  (at 
any  given  time).  Thus  far  we  have  documented 
25  benign  liver  lesions  in  young  Nebraska 

•Requests  for  reprints  should  be  sent  to  Dr.  E.  Mahboubi,  Eppley 
Institute  for  Research  in  Cancer. 
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women.  Duration  and  type  of  pills  used,  the 
victim’s  age  and  frequency  of  occurrence  of 
these  neoplasms  are  discussed. 

Hepatocellular  adenomas 

(HCA)  have  been  considered 
rare,  but  in  recent  years  their 
incidence  has  increased.  Most  of  those  re- 
ported (266  cases  in  the  world  medical 
literature)  were  found  in  young  women  users  of 
oral  contraceptives  (OC)  while  24  women  had 
used  anabolic-androgenic  steroids.  Although 
benign,  these  tumors  may  rupture,  in  which 
case  victims  are  subjected  to  sudden  pain, 
shock  and  intra-abdominal  hemorrhage.  In 
such  cases  the  fatality  rate  has  been  over  10%. 

The  first  report  (1972)  of  such  a hepatoma35 
was  in  a 28-year-old  woman  who  had  used  OC 
for  7 years;  there  was  no  attempted  correlation 
between  the  tumor  and  contraceptive  use.  In 
1973  Baum  et  al.fi  were  the  first  to  suggest 
such  an  association.  Since  then  there  have 
been  numerous  additional  reports  (Table  1)  in 

the  U.S.,  Canada,  Europe  and  Austra- 
lia 1-7, 9,  10,  12, 14, 19-22, 24, 26-31, 36, 39, 42, 43, 45-48,52, 53,56-58, 60, 63-65, 

67,68,79-81,83,85,87  QC  were  introduced  in  1960  on  a 
large  scale  in  the  U.S.  and  worldwide  use  soon 
followed.69  Anabolic-androgenic  steroid  use 
was  also  reported  for  both  sexes  in  different 

age  groups  8'13.23.33.34, 38,40, 41, 44-49, 59,61, 62,70,71, 75, 76, 78,82,88 

The  incidence  of  HCA  was  estimated  at 
5/million  among  middle-aged  women.86  One- 
fourth  of  all  women  between  15-44  years  of  age 
are  estimated  to  be  regular  OC  users  in  several 
western  countries.  Worldwide,  use  is  estimated 
in  from  50  to  about  150  million  women.  In  the 
U.S.,  from  10.5  to  35  million  women  either 
take  or  have  taken  OC  at  some  time.16,35 

Female  sex  hormones  are  also  used  to  treat 
breast  and  prostatic  cancer,  in  menstrual  and 
menopausal  disorders,  and  in  maintenance  of 
pregnancy.  Androgens  are  used  in  aplastic, 
hemolytic  and  Fanconi’s  anemia,  childhood 
growth  problems  and  gonadal  deficiency. 
However,  the  greatest  purpose  for  steroid 
hormones  in  the  form  of  OC  is  for  conception 
control  and  family  planning.  Adverse  reactions 
to  OC  and  other  steroids  include  thrombo- 
embolic disorders,  myocardial  infarction,  hy- 
pertension, gallbladder  disease,  congenital 
anomalies,  endometrial  and  pelvic  carci- 
noma.11'17'25’32’37'50’51'54'55'66  We  accordingly 
undertook  an  active  search  in  Nebraska  to 
investigate  the  occurrence  and  relationship  of 
these  tumors  to  hormones  and  to  stress  the 
importance  of  having  a true  incidence  rate  of 
HCA. 


Materials  and  Methods 

It  is  estimated  there  are  322,000  women  in 
their  reproductive  years  (14-44  years  old)  in 
Nebraska,  of  which  74,000  are  OC  users. 
Nebraska  has  no  systematic  population-based 
cancer  or  tumor  registry.  However,  there  are 
numerous  hospital-based  tumor  registries, 
such  as  those  at  the  University  of  Nebraska 
Medical  Center,  Nebraska  Methodist  Hospital, 
Creighton  University  Hospital,  Bishop  Clark- 
son Memorial  Hospital  and  others.  Some  of 
these  registries  have  more  than  25  years  of 
information.  Many  tumors,  such  as  we  seek, 
may  not  be  recorded  in  existing  registries 
because  they  are  benign,  and  thus,  we  also 
examined  mortality  reports  from  the  State 
Health  Department  and  pathology  depart- 
ments in  major  cities.  In  addition  we  surveyed 
surgeons,  pathologists  and  family  physicians 
by  mail  and  telephone  and  conducted  personal 
interviews.  To  date  we  have  found  26  cases  of 
hepatic  tumors,  of  which  20  have  already  been 
published.20'52’53’77  A case  in  a male  will  be 
reported  elsewhere. 

Results 

Table  2 gives  data  relative  to  the  25  women 
with  hepatic  tumors  of  this  type  in  Nebraska. 
The  age  distribution  is  from  19-44  years,  with 
a mean  of  29.8  years.  OC  were  associated  in  all 
cases,  while  11  (44%)  were  diagnosed  as  HCA. 
Seven  cases  (28%)  showed  focal  nodular 
hyperplasia  (FNH).  Four  cases  (16%)  were 
diagnosed  as  hepatocellular  carcinoma  (HCC), 
two  (8%)  as  vascular  lesions  and  spontaneous 
rupture  (VLR)  and  one  (4%)  as  hamartoma 
(Table  3).  In  19  cases  (76%)  a mestranol 
combination  pill  had  been  taken.  Three  women 
(12%)  had  used  an  ethynylestradiol  combina- 
tion. Information  about  drug  use  was  unavail- 
able in  the  remaining  cases.  The  period  of  OC 
use  ranged  from  5-144  months.  In  88%  of  the 
cases  OC  were  taken  for  periods  of  D/2-12 
years  (with  an  overall  mean  of  4.2  years).  The 
lesions  were  discovered  in  25%  of  the  cases 
incidentally  during  routine  medical  examina- 
tion or  surgery  for  tubal  ligation  or  hysterec- 
tomy. A gradual  onset  of  pain  with  a palpable 
mass  was  the  presenting  sign  in  45%.  The 
remaining  30%  experienced  sudden  severe 
epigastric  pain,  shock  and  symptoms  of  in- 
ternal bleeding.  The  lesions  occurred  in  the 
right  lobe  in  70%  of  all  cases.  In  the  rest, 
lesions  occurred  in  either  the  left  lobe  alone  or 
multiple  tumors  were  found. 

Discussion  and  Conclusion 

A causal  association  between  HCA  and 
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TABLE  1 


SUMMARY  OF  CASES  REPORTED 

IN  THE  LITERATURE 

No. 

Age  of 

Length 

Brand 

Symptoms 

Geographic 

of 

patients 

of  use 

of 

by  nt^  of 

Site 

cases 

Author 

(yrs.) 

(yrs.) 

pill® 

cases" 

Resultsc 

Case  recorded  in  1973-74 

United  States 

Michigan 

7 

Baum  et  al. 

25-29 

Vi-7 

1,2,3 

5 S,  2 G 

1 D,  6 R 

Pennsylvania 

1 

Contostavlos 

37 

Several 

2 

S 

D 

1 

Kelso 

36 

5 

2 

s 

D 

New  York 

1 

Frederick  et  al. 

28 

Over  1 

4 

s 

R 

California 

1 

Knapp  and  Ruebner 

33 

Several 

5 

s 

D 

Kentucky 

3 

Mays  et  al 

25-42 

4-7 

1 

2 S,  1 G 

3R 

*Iowa 

3 

Berg  et  al. 

23-32 

5,8 

Unk.(F) 

3 S,  1 G 

3D 

Other 

Greece 

1 

Thalassinos  et  al. 

30 

1 

Unk. 

Unk. 

Unk. 

1 

Tountas  et  al. 

30 

3 

6 

S 

Unk. 

Canada 

1 

Horvath  et  al. 

28 

7 

7 

G 

R 

England 

3 

O’Sullivan  and  Wilding 

34-51 

6-8 

2,8,9 

2 G,  1 S 

3 R 

1 

Vosnides  and  O’Keefe 

34 

7 

7 

S 

D 

Australia 

3 

O’Reilly 

26-51 

Unk. 

Unk. 

Unk. 

3 R 

Cases  recorded  in  1975-76 

United  States 

Pennsylvania 

I 

Antoniades  and  Brooks 

30 

6 

10 

S 

R 

1 

Antoniades  et  al. 

32 

6 

5 

G 

R 

Michigan 

8 

Ameriksd  et  al. 

26-44 

5-9 

1,2,5 

4 S,  4 G 

8R 

1 

Large 

35 

Several 

Unk. 

Unk. 

R 

Illinois 

1 

Block 

Young 

7 

Unk. 

S 

R 

New  York 

3 

Stauffer  et  al. 

25 

6,7 

5 

1 S,  2G 

2 R,  1 D 

California 

42 

Edmondson^  et  al. 

19-54 

Mean  of 

Severale 

19  S, 23  G 

31  R,  11  Unk. 

6.5 

1 

Glassberg  and  Rosenbaum 

31 

11 

7 

G 

Unk. 

3 

Nissen  and  Kent 

22-27 

%- 5 

2,4,5- 

2 G,  IS 

3 R 

Kentucky 

10 

Mays  et  al. 

22-47 

V2-8 

1,4 

5 S,  5 G 

3 D,  7 R 

Nebraska 

5 

Mahboubi  and  Shubik 

24-30 

2M--5 

2,4,5 

3 S,  2 G 

2 D,  3 R 

Wisconsin 

6 

Goldfarb 

23-40 

2-10 

2,3,4 

Unk. 

Unk. 

10,11 

California 

67 

Nissen  et  al. 

20-40 

2-6 

1,2,3, 

42  S 25  G 

57  R,  10  D 

4,5,7,11 

1 

McAvoy  et  al 

41 

9 

2,4,5,24 

S 

R 

New  York 

1 

Baek  et  al. 

31 

7 

5 

S 

R 

6 

Knowles  & Wolf 

21-36 

V6-7 

1 

G 

6 R 

Other 

England 

1 

Model  et  al. 

31 

7 

5 

S 

R 

Canada 

2 

Fisher  and  Curry 

19,38 

%-5 

Unk. 

G 

2 R 

Norway 

1 

Stenwig  and  Solgaard 

31 

8 

8 

S 

R 

London 

2 

Davis  et  al. 

21,41 

2-9 

9,12 

1 S,  1G 

2 R 

Hungary 

1 

Bartok  et  al. 

34 

5 

13 

Unk. 

Unk. 

France 

1 

Bisson  et  al. 

24 

m 

14 

G 

R 

Cases  recorded  in  1977-78 

United  States 

Ohio 

6 

Catalano  et  al. 

21-44 

m-i 

4,5 

5 S,  1 G 

5 R,  1 D 

Texas 

3 

Jhingran  et  al. 

29 

3-4 

1,5,7 

2 S,  1 G 

3R 

California 

2 

Gindhart 

28-33 

2'/>-9 

4,10 

1 S,  1 G 

1 R,  1 D 

Nebraska 

20 

Mahboubi  and  Shubik 

24-44 

M--5.5 

1,4,15 

5 S,  15  G 

6 D,  14  R 

5 

Mahboubi  et  al. 

24-38 

24-38 

1,2,4, 5, 7 

3 S,  3 G 

1 D,  4 R 

(unpublished  data) 

Texas 

7 

Ferchner 

26-35 

1-5 

1,2, 3, 4 

3 S,  4 G 

7 R 

Other 

Australia 

1 

Nicolaides 

40 

7 

9,17 

S 

R 

5 

Britton  et  al. 

21-34 

%-9 

4,8,18,19 

2 S,  3 G 

3 R,  2 D 

Canada 

6 

Kinch  and  Lough 

21-44 

4-6 

13,20,24 

3 S,  3 G 

4 R,  2 D 

Switzerland 

1 

Kamber  et  al. 

33 

2 

Unk. 

Unk. 

R 

15 

Gonvers  et  al. 

Unk. 

Unk. 

Unk. 

Unk. 

Unk. 

Italy 

1 

Stomer  et  al. 

25 

8 

R 

Belgium 

2 

El-Hafed  et  al. 

37-39 

8-11 

21,22,23 

Unk. 

Unk. 
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TOTAL:  266  cases,  191  known  recoveries,  37  known  deaths 


1)  Enovid 

2)  Ovral 

3)  Oracon 

4)  Ovulin  21 

5)  Ortho-novum 

6)  Ordol 


7)  Norinyl  1 

8)  Lyndiol 

9)  Gynovulor  21 

10)  C-Quens 

11)  Norlestrin 

12)  Volidan 


13)  Ethynodiol 

14)  Norquential 

15)  Demulin 

16)  Loestrin 

17)  Estigyn 

18)  Nordiol  D 


19)  Microcycline 

20)  Norgestrol 

21)  Eugynon 

22)  Neogynon 

23)  Stediril 

24)  Norethindrone-mestranol 


= sudden;  G = gradual 
CD  = death;  R = recovery 

^Calculated  from  separate  reports.  However,  some  previously  reported  case  histories  may  have  been  duplicated  in  this  study. 
ell  of  these  women  had  never  used  oral  contraceptives 
^Not  known 

*Non  oral  contraceptive  report. 


Table  2.  Cases  of  Liver  Lesions  Associated  With 
Oral  Contraceptive  Use  Reported  in  Nebraska 


Case 

Pill 

Duration 
of  Use 

Histo- 

Re- 

No. 

Age 

Type® 

(Months) 

pathologv^ 

sults*' 

1 

24 

M 

60 

HCA 

D 

2 

25 

M 

48 

HCA 

R 

3 

36 

M 

60 

HCA 

R 

4 

26 

M + E 

48 

HCA 

R 

5 

25 

UNK 

30 

HCC 

D 

6 

26 

M 

64 

HCC 

D 

7 

26 

M 

60 

VLR 

D 

8 

31 

M 

36 

HCA 

R 

9 

19 

UNK 

24 

HCA 

R 

10 

33 

M 

5 

HCA 

R 

11 

35 

UNK 

36 

FNH 

R 

12 

39 

E 

48 

HAM 

R 

13 

30 

M 

36 

HCA 

R 

14 

44 

M + E 

3 

HCC 

D 

15 

23 

M + E 

30 

HCC 

D 

16 

26 

M 

18 

VLR 

R 

17 

43 

M + E 

79 

FNH 

R 

18 

28 

M 

78 

HCA 

R 

19 

27 

M 

60 

HCA 

R 

20 

24 

M 

23 

FNH 

R 

21 

24 

E 

21 

HCA 

D 

22 

35 

M + E 

144 

FNH 

R 

23 

32 

M 

120 

FNH 

R 

24 

27 

M + E 

62 

FNH 

R 

25 

38 

E 

72 

FNH 

R 

aM,  mestranol  combination;  E,  ethynylestradiol  combination,  UNK,  unknown 
^HCA,  hepatocellular  adenoma;  HCC,  hepatocellular  carcinoma,  FNH, 
focal  nodular  hyperplasia;  VLR,  vascular  lesion  ruptured;  HAM,  hamartoma 
CD,  died;  R,  recovered 

steroid  hormones  is  becoming  a more  and 
more  viable  concept.  All  case/control  studies 
completed  thus  far  have  demonstrated  a 
higher  risk  in  users  than  in  nonusers,  which 
increases  the  risk  from  25-500  times  in  women 
above  30  who  have  used  OC  for  3 years, 
compared  with  those  who  have  not.15-2173  Once 
present,  HCA  constitutes  a major  health 
hazard  to  OC  users,  since  the  fatality  rate  in 
the  literature  is  14%  (in  37  cases  out  of  266). 
Lives  might  be  saved  if  the  possibility  of  a 
ruptured  HCA  were  considered  in  cases  of 
acute  abdominal  pain. 

The  HCA  incidence  is  unknown,  although 


Table  3.  Diagnosis  of  Hepatic  Tumors  in  25  Females 


Number 
of  Cases 

% 

Histology* 

n 

44 

HCA 

7 

28 

FNH 

4 

16 

HCC 

2 

8 

VLR 

1 

4 

HAM 

*See  Legend,  Table  2 

several  epidemiological  and  statistical  esti- 
mates have  been  made.  The  Center  for 
Disease  Control15  has  reported  500  cases  of 
HCA  in  the  last  decade  and  stressed  the 
associated  findings  of  fatal  rupture  and 
bleeding.  Vana  et  al.73  conducted  a survey  of 
477  hospitals  in  the  U.S.  from  1970-1975 
without  any  estimate  of  incidence  rate.  In  a 
case/control  study  Rooks  et  al.  3 estimated  an 
incidence  rate  of  3 per  100,000  women.  The 
causal  association  between  HCA  and  OC 
steroid  hormones  is  evidenced  by  regression  of 
these  tumors  after  withdrawal  of  OC.56 

Reduction  of  bile  flow  has  furthermore  been 
suggested  as  an  associated  cause  of  HCA,29 
resulting  in  an  increased  hepatic  contact  with 
carcinogen  from  whatever  the  source.  Al- 
though OC  may  cause  HCA,  they  appear  to 
reduce  the  risk  of  cystic  disease  and  mammary 
fibrosarcoma.84 

OC  could  possibly  be  made  less  harmful  if 
less  potent  pill  was  used  that  would  still  give 
the  optimum  effective  level  of  protection. 
Women  above  30  years  of  age  should  be 
encouraged  not  to  use  OC  for  long  periods, 
especially  pills  of  a high  potency  until  more  is 
known  about  their  long-term  effects.  Women 
with  diagnosed  liver  lesions  should  cease  using 
OC  and  seek  another  means  of  contraception. 

In  developing  countries,  OC  must  be  eval- 
uated in  terms  of  their  risks  in  relation  to  their 
benefits,  especially  in  areas  with  high  fertility 
rates  such  as  Egypt  where  mass  OC  usage 
started  in  1961  and  India  where  OC  have  been 
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available  since  1965.  In  this  part  of  the  world, 
we  have  contacted  family  planning  centers  and 
health  authorities  for  data  regarding  these 
lesions  in  their  countries,  but  we  have  as  yet 
failed  to  obtain  reports.  It  may  be  that  it  is  a 
matter  of  policy  to  not  report  these  data  in 
certain  areas  of  the  world,  as  it  could  be 
frightening  for  women  who  take  OC  pills. 
Discouragement  of  OC  ingestion  may  be  due 
to  national  fertility  control  and  family  planning 
policies  in  some  countries. 
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Down  Memory 

1.  When  I began  practice  with  a horse  and 
road  cart,  when  women  complained,  they  had 
something.  They  had  eight  to  twelve  children 
and  were  part  of  the  domestic  machinery.  They 
produced  something  besides  children,  too,  all 
the  way  from  soft  soap,  rag  carpets,  to  mince 
pies. 

2.  Immediate  repair  of  the  lacerated  cervix 
is  preferable  to  seventh  day  repair. 

3.  Paleopathology  is  the  science  of  the 
diseases  of  ancient  and  extinct  organisms. 

4.  Within  fifteen  years,  coincident  with  the 
growth  of  the  Nebraska  State  Medical  Journal, 
the  medical  profession  of  Nebraska  has 
developed  tremendously  in  scientific  worth 
and  is  today  the  equal  of  the  profession  of  any 
state. 

5.  When  a patient  complains  of  pain,  he 
probably  has  some  other  lesion  beside  hemor- 
rhoids. The  most  frequent  causes  of  pain  are 
fissures,  abscesses  or  fistulae. 
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Lane 

6.  The  question  whether  a foreigner  may 
be  licensed  to  practice  medicine  in  Nebraska 
before  becoming  a naturalized  citizen  is  before 
the  courts  for  final  decision. 

7.  It  is  stated  that  the  new  Veteran’s 
hospital  at  Lincoln  will  be  ready  for  patients 
early  in  the  new  year. 

8.  Let  us  all  unite  in  prayerful  resolve  to 
rid  America  of  the  deadly  potato. 

9.  The  pediatricians  are  aiding  over- 
population by  saving  the  children  who  used  to 
die  “in  the  second  summer.” 

10.  We  curetted  the  uteri  of  cadavers  and 
then  we  opened  the  uterus  to  see  how  thorough 
a job  we  had  done.  Inside  it  looked  like  a tom 
cat  had  scratched  the  surface. 

The  Nebraska  State  Medical  Journal 
January,  1931 
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Medicinews  In  Memoriam 


Bill  Schellpeper  selected. 

I have  just  been  informed  that  our  Bill 
Schellpeper  is  the  unanimous  choice  of  the 
State  Medical  Journal  Advertising  Bureau 
directors  for  chairman  of  the  next  SMJAB 
Journal  Conference,  to  be  held  in  Disney 
World  in  Florida  next  September. 


The  Letter  Box 

Dear  Frank, 

While  at  the  University  of  Nebraska  this 
past  weekend,  I had  the  opportunity  to  read 
the  most  recent  copy  of  the  Nebraska  State 
Medical  Journal.  As  always,  you  are  doing  a 
great  job.  Be  sure  to  keep  it  up. 

Best  personal  regards. 

Sincerely, 

Warren  H.  Pearse,  M.D.,  FACOG 
Executive  Director 

The  American  College  of  Obstetricians 
and  Gynecologists 


Welcome  New 

William  H.  Hyde,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  & Dewey  Ave. 

Omaha,  NE  68105 

Allan  J.  Jacobs,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  & Dewey  Ave. 

Omaha,  NE  68105 

Robert  M.  Nelson,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  & Dewey  Ave. 
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By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Smith,  Harold  V.,  M.D.,  born  September  18, 
1900,  died  October  6,  1980,  Northwestern 
University  Medical  School,  Chicago,  Illinois, 
graduated  1936,  practiced  in  Kearney,  NMA 
and  AMA. 
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Between  Cases 


Definitions. 

Physician:  One  upon  whom  we  set  our  hopes 
when  ill  and  our  dogs  when  well. 

Bierce. 

On  Time. 

How  long  a minute  is  depends  on  which  side 
of  the  bathroom  door  you  are  on. 

Anon. 

The  Physical. 

Poor  hearing  in  middle  ear. 

The  left  and  right  were  fine;  but  I guess  it’s 
all  right. 

On  Happy  Hours. 

An  alcoholic  is  a patient  who  drinks  more 
than  his  doctor. 

Barach. 

That’s  Right  Department. 

Only  grownups  have  trouble  with  child-proof 
bottles. 

X-ray  Section. 

The  radiologist’s  national  flower  is  the 
hedge. 

Bernstein. 

Definitions. 

Feesability:  Ability  to  pay  fees. 

Lawyers  fees. 


The  History. 

The  patient  relates  he  has  had  intermittent 
difficulty  with  some  of  the  smaller  joints  in 
his  back,  specifically,  the  wrists  and  knees. 
DEN. 

Words  I Can  Do  Without. 

Psychotronics,  bioenergetics,  eidetic,  drug 
subculture,  psychoprofile. 

And  The  History. 

Within  a week  prior  to  admission  he  was 
noted  to  gradually  but  quickly  lose  mental 
functions. 

JD. 

A Perfect  Mortality  Rate. 

We  had  one  patient  and  we  lost  him. 

He  was  an  OD,  and  we  admitted  him  on  the 
anesthesiology  service. 

On  Sleep. 

There  are  two  cases  in  the  literature  of 
people  who  just  don’t  sleep  at  all. 

Hauri,  quoted  by  Rubenstein. 

The  Patient. 

I injured  my  shoulder  during  the  optical 
course. 

F.C. 
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Washington otes 


Reagan. 

From  now  until  mid-January  the  most  used 
word  in  the  nation’s  capital  will  be  transition. 
Reagan  people,  or  allegedly  Reagan  people, 
will  swarm  about  the  town  with  knowing  looks 
as  to  who’s  on  first  base,  tapping  briefcases 
bulging  with  position  papers  and  bright  new 
ideas  for  a brave  new  government. 

Reagan  said  he  wants  his  administration  to 
“hit  the  ground  running”  when  it  takes  office 
Jan.  20. 

The  selection  of  the  cabinet  dampened  the 
fire  of  speculation  about  the  tone  and  tenor  of 
the  incoming  administration  in  this  town  that 
hasn’t  had  any  practice  in  dealing  with  a 
Republican  from  the  conservative  wing  of  the 
party. 

Reagan  has  been  supplied  with  detailed 
position  papers  on  health  policy  from  his 
advisory  group  for  use  in  charting  his  adminis- 
tration’s course  next  year.  A transition  team  is 
working  with  President  Carter  and  his  aides  on 
the  transfer  of  power.  The  proposed  federal 
budget  for  the  fiscal  year  that  starts  next 
October  is  almost  completed.  And  now  the 
Reagan  officials  will  have  their  whack  at  it. 
Usually  a new  administration  doesn’t  do  much 
tampering  with  the  carryover  budget. 

In  a move  to  lay  the  groundwork  for  early 
action,  Reagan  appointed  six  people  to  review 
the  federal  structure  with  an  eye  to  lower  level 
appointments  and  possible  reorganizations. 
Elizabeth  Dole,  wife  of  Sen.  Robert  Dole  (R- 
Kans.)  and  former  member  of  the  Federal 
Trade  Commission,  will  handle  human  re- 
sources including  the  Health  and  Human 
Services  Department,  the  Housing  and  Urban 
Development  Department  and  the  Depart- 
ment of  Education. 

Reagan  has  indicated  opposition  to  the 
separate  Department  of  Education  that  was 
established  to  carry  out  a controversial  cam- 
paign pledge  by  President  Carter  aimed  at 
wooing  the  votes  of  teachers.  And  there  has 
been  renewed  talk  about  reorganizing  the  HHS 
Department  in  order  to  put  more  emphasis  on 
health  and  less  on  its  welfare  functions. 

Reagan’s  health  advisory  group,  headed  by 


William  Walsh,  M.D.,  president  of  Project 
Hope,  has  proposed  a pool  arrangement  for 
private  health  insurance  companies  under 
which  insurance  would  be  made  available  to 
people  whose  disabilities  make  them  unin- 
surable  at  present. 

They  would  pay  premiums  which  would  be 
subsidized,  if  necessary,  by  the  rest  of  the 
insured  population. 

Other  recommendations  included: 

— Allowing  Medicare-Medicaid  beneficiaries 
to  choose  private  coverage  with  premiums 
paid  by  the  government. 

— Examining  the  $1  billion  renal  dialysis 
program  to  determine  if  services  could  be 
provided  at  less  cost. 

— Expanding  home  health  benefits  with  an  aim 
to  reducing  Medicare-Medicaid  payments 
for  hospital  and  nursing  home  care. 

— Decentralizing  health  planning. 

The  thrust  of  the  report  toward  easing 
federal  regulation  and  encouraging  a greater 
role  for  the  private  sector  was  mirrored  in  a 
report  on  health  policies  issued  by  the 
Heritage  Foundation,  a Washington,  D.C., 
study  group. 

Heritage  Foundation  and  M&M. 

The  Heritage  Foundation,  a conservative 
think  tank  with  strong  ties  to  the  Reagan 
administration,  has  come  up  with  a blueprint 
for  future  government  that  includes  some 
sweeping  changes  in  health. 

The  Foundation  calls  for  examination  of 
methods  of  “phasing  out  Medicaid  and  Medi- 
care in  their  present  form,  pursuant  to  the 
development  of  systems  relying  on  ‘vouchers’ 
and  a more  competitive  private  market.” 

Foundation  President  Edwin  Feulner,  said 
the  Foundation’s  “Mandate  for  Leadership” 
study,  a year  in  the  making,  is  a basic  set  of 
conservative  policy  recommendations  “which  I 
hope  the  Reagan  administration  will  give  its 
careful  and  serious  consideration.”  He  said  the 
study  represents  the  collected  opinions  of 
more  than  250  experts  from  government, 
universities,  think  tanks,  and  the  business  and 
legal  professions. 
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The  author  of  the  report  on  the  HHS 
Department  was  David  Winston,  an  aide  to 
Sen.  Richard  Schweiker  (R-Pa). 

The  HHS  section  proposed  a freeze  on  all 
HHS  consulting  contracts  pending  a full 
review  of  their  usefulness,  noting  that  the 
department  “is  very  heavily  dependent  on 
such  outside  consultants.” 

It  called  for  concentration  on  the  role  of 
HHS  as  a last  resort,  while  deregulating  and 
enhancing  the  private  sector’s  innovative 
capabilities. 

Turning  to  the  Health  Care  Financing 
Administration,  (HCFA)  which  runs  Medicare 
and  Medicaid,  the  report  said  HCFA  has 
considerable  difficulties  managing  fiscal  inter- 
mediaries (e.g.  insurance  carriers)  through 
which  Medicare  and  Medicaid  programs  are 
administered.  Furthermore,  it  finds  it  difficult 
to  restrict  health  cost  increases  because  of  the 
retrospective,  cost-based  reimbursement 
system  for  these  programs. 

Immediate  examination  of  means  to  improve 
the  administration  of  Medicaid  and  Medicare 
was  urged.  Containment  policy  should  be 
turned  away  from  a controls  and  guidelines 
approach  to  a process  of  reimbursement 
reform,  deregulation,  and  improved  competi- 
tion, according  to  the  study. 

A significant  recommendation  was  that 
“attention  should  be  given,  however,  to  the 
reduction  or  elimination  of  the  Professional 
Standards  Review  (PSRO)  program.” 

The  Foundation  study  also  noted  that  the 
National  Institutes  of  Health  have  been 
criticized  for  duplicating  work  in  the  private 
sector.  “Private  organizations  should  be 
encouraged  to  carry  out  more  development 
work,  reserving  NIH  for  areas  with  little 
commercial  promise.  Methods  could  be 
examined  of  altering  the  tax  treatment  of 
private  research  to  encourage  private  involve- 
ment in  more  risky,  innovative  fields.” 

The  report  added  that  “bureaucratic  prob- 
lems of  NIH  might  be  reduced  by  strengthen- 
ing the  Director’s  authority  to  improve  budget- 
ing and  planning,  and  by  analyzing  the  cost 
structure  with  a view  to  reducing  indirect 
costs.”  Another  significant  proposal  was  for  a 
thorough  review  of  federal  involvement  with 
Health  Maintenance  Organizations  (HMOs) 


with  a possible  six-month  moratorium  on  all 
new  program  awards  and  extensions. 

Amendments  to  M&M. 

House-Senate  conferees  have  deleted  from 
the  Medicare-Medicaid  amendments  package 
a majority  of  the  provisions  that  had  been 
disputed  by  the  medical  profession. 

The  victory  for  the  health  providers  was 
highlighted  by  elimination  of  the  controversial 
Senate  provision  that  would  have  restricted 
Medicaid  beneficiaries’  freedom  of  choice  of 
institution  by  allowing  states  to  specify  which 
hospitals  beneficiaries  could  attend. 

Advocates  of  the  provision  had  claimed  that 
states  could  save  money  by  channeling  Medi- 
caid patients  to  lower-cost  facilities,  but 
opponents,  including  the  AMA,  warned  that 
such  restrictions  raised  the  spectre  of  a two- 
tier  system  of  care. 

The  amendments  constituted  the  health 
section  of  the  budget  reconciliation  bill 
Congress  has  been  working  on  in  an  attempt  to 
bring  federal  spending  in  line  with  Congress’ 
own,  self-imposed  budget  limitations. 

The  conference  committee’s  agreement  on 
the  total  budget  reconciliation  was  expected  to 
clear  the  way  for  final  Congressional  approval. 
There  had  been  a question  whether  Congress 
would  be  able  to  work  out  a compromise 
between  House  and  Senate  versions  of  the  bill 
during  the  “lame  duck”  session,  but  the 
lawmakers  were  anxious  to  resolve  their 
differences  in  order  to  avoid  what  would  have 
been  a shattering  blow  to  the  Congressional 
budget  process  through  failure  to  act. 

One  of  the  major  provisions  removed  from 
the  Medicare-Medicaid  list  was  the  proposal 
for  sweeping  changes  in  the  way  Medicare 
reimburses  hospitals.  This  was  the  heart  of  the 
long-standing  plan  by  Sen.  Herman  Talmadge 
(D-Ga.)  to  pay  hospitals  by  groups,  size  and 
class  on  a prospective  basis. 

Another  Talmadge  provision  dropped  would 
have  changed  the  criteria  for  determining 
reasonable  charges  for  physicians’  services  and 
looked  toward  state-wide  uniformity  in  fee 
allowances.  This  provision  also  would  have 
restructured  the  payment  basis  for  hospital- 
associated  physicians. 
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A controversial,  administration-supported 
provision  to  boost  Medicare  payments  for 
Health  Maintenance  Organizations  (HMOs)  to 
95  percent  of  the  prevailing  level  was  stripped 
from  the  measure. 

Hospitals  won  their  fight  against  a cost- 
cutting amendment  that  would  have  elimi- 
nated the  current  Medicare  8.5  percent  dif- 
ferential payment  for  nusring  costs. 

The  conferees  also  abandoned  a proposal 
for  liberalized  conditions  for  reimbursement 
for  chiropractic  services,  and  voted  down  a 
provision  for  expanded  payment  for  com- 
munity mental  health  centers. 

Misuse  of  prescription  drugs. 

Contending  there  is  a totally  inadequate 
national  awareness  of  prescription  drug  abuse, 
the  Director  of  the  National  Institute  of  Drug 
Abuse  (NIDA)  warned  the  problem  could 
reach  the  magnitude  of  alcohol  and  tobacco  as 
health  hazards. 

Federal  officials  estimated  seven  million 
Americans  use  legal  drugs  for  nonmedical 
purposes.  William  Pollin,  M.D.,  NIDA  Di- 
rector, said  misuse  of  prescription  drugs  is 
insidious  and  shows  no  signs  of  decreasing. 

Dr.  Pollin  spoke  at  a Washington,  D.C., 
conference  sponsored  by  the  federal  drug 
agencies  in  conjunction  with  the  American 
Medical  Association,  the  Pharmaceutical 
Manufacturers  Association  and  the  National 


Association  of  State  Alcohol  and  Drug  Abuse 
Directors. 

Peter  Bensinger,  Administrator  of  the  Drug 
Enforcement  Administration,  said  250  million 
to  300  million  dosage  units  are  diverted  each 
year.  “A  few  physicians  and  pharmacists 
interested  in  illicit  gain  have  caused  a major 
national  problem,”  he  said.  Federal  investi- 
gators found  one  physician  making  $200,000  a 
month  from  dealing  in  prescription  drugs 
illegally,  he  said.  One  physician’s  desk  drawer 
contained  more  than  $1  million  in  cash. 

The  government  officials  conceded  they 
could  not  accurately  estimate  how  much  of  the 
problem  stems  from  crooked  physicians  and 
pharmacists  and  how  much  from  theft,  from 
“professional  patients”,  or  other  means. 

Joseph  Skom,  M.D.,  Chairman  of  the  AMA 
Committee  on  Dangerous  Drugs,  said  the  most 
important  task  is  continuing  medical  education 
of  physicians  on  proper  prescribing.  The 
overwhelming  majority  of  the  problem  is 
caused  by  a small  minority  of  physicians.  Dr. 
Skom  told  the  conference. 

The  AMA  has  drafted  model  state  legislation 
to  crack  down  on  physician  misconduct,  he 
noted,  with  half  the  states  to  date  providing  all 
or  part  of  the  recommended  code.  Dr.  Skom 
pointed  to  a six-fold  increase  in  disciplinary 
actions  against  physicians  since  1971,  sug- 
gesting that  this  has  helped  in  the  fight  against 
prescribing  abuse.  The  AMA  believes  in  “firm 
prosecution”  of  guilty  physicians,  he  said. 
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NMA  1980  Fall  Session 


Doctor  Louis  J.  Gogela  presiding  at  Board  of 
Councilors  session. 


Doctor  Stanley  M.  Truhlsen,  Doctor  Carlyle  E. 
Wilson,  Jr.  and  Kenneth  Neff 


Board  of  Councilors 


Board  of  Councilors 


House  of  Delegates 


House  of  Delegates 


Doctor  Harry  W.  McFadden,  Jr.  presiding  at  House  of 
Delegates  session 


Doctor  Alvin  A.  Armstrong,  M.D.  presiding  at  House 
of  Delegates  session 
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Picture  Gallery 


Doctor  Russell  L.  Gorthey  addressing  House  of 
Delegates 


NMA  1980  Fall  Session 


Mr.  Rex  Higley  presenting  plaque  to  Doctor  Dan  Nye 
for  service  on  Board  of  Examiners  in  Medicine  and  Surgery 


Mr.  Rex  Higley  addressing  House  of  Delegates 


Doctor  Dan  A.  Nye  addressing  House  of  Delegates 


Books 


Reviewed 

Health  care  of  the  elderly;  edited  by  Gari  Lesnoff-Cara 
vaglia.  Ph.D.:  232  pages;  paperback  S9.95,  cloth  $19.95; 
published  1980  by  Human  Sciences  Press,  72  Fifth 
Avenue,  New  York.  N.Y.  10011. 

The  book  is  divided  into  3 parts  and  11  chapters,  and 
was  written  by  11  authors,  of  whom  5 have  MDs  or  the 
equivalent. 

Care  of  the  old  is  as  important  as  care  of  the  not-yet- 
old.  One  person  in  9 in  the  United  States  is  over  64,  and 
every  third  one  of  these  is  over  75.  But  it  would  be  just  as 
accurate  to  say  that  most  of  us  are  not  elderly,  and  reach 
whatever  conclusion  you  want  or  are  driven  to. 

1 did  read  it.  There  is  a 5-page  introduction,  an  index, 
but  I found  no  references. 


You  may  not  fall  in  love  with  this  sentence:  The  doctor’s 
away  golfing  today,  or  he’s  at  the  lake  for  the  weekend, 
and  it’s  hard  to  get  hold  of  him. 

The  sentence  I liked  the  best  was  this. 

Most  old  people  are  not  sick. 

F.C. 

Received 

The  overeaters;  by  Jonathan  Wise,  M.D.  and  Susan 
Kierr  Wise;  216  pages;  hard  cover  $12.95;  published  1979 
by  Human  Sciences  Press,  72  Fifth  Avenue,  New  York, 
N.Y. 
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Coming  Meetings 


“Molecular  Interrelations  of  Nutrition  and 
Cancer”  is  the  topic  of  the  34th  annual 
Symposium  on  Fundamental  Cancer  Research 
to  be  held  in  Houston  at  the  Shamrock  Hilton 
Hotel,  March  4-6,  1981.  The  symposium  will 
focus  on  nutrition  as  it  relates  to  cancer, 
including  physiological  effects  in  the  cancer- 
bearing host;  energy  metabolism  in  tumor 
cells;  and  nutritional  modulation  of  cell  prolif- 
erations, in  vitro  transformation  and  car- 
cinogenesis. Co-chairpersons:  Drs.  Marilyn 
Arnott,  Jan  van  Eys  and  Alexander  Wang. 

For  additional  information:  Stephen  C. 
Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030,  (713) 
792-3030. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 

Clinical  Cytopathology  for  Pathologists, 
Postgraduate  Course 

The  Twenty-second  Postgraduate  Institute 
for  Pathologists  in  Clinical  Cytopathology  is  to 
be  given  at  The  Johns  Hopkins  University 
School  of  Medicine  and  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland,  March  22  - 
April  3,  1981.  The  full  two  week  program  is 
designed  for  pathologists  who  are  Certified  (or 


qualified)  by  the  American  Board  of  Pathology 
(PA),  or  their  international  equivalents. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  28, 
1981.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205,  U.S.A. 

The  entire  course  is  given  in  English. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  June 
7-11,  1981,  Chicago,  Illinois 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 
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Physicians'  Classified — i 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508.  | 

FOR  SALE:  X-ray  equipment  — Picker  Constel- 
lation II  and  300  generator  with  Radiographic/ 
Fluoroscopic  equipment.  Write  or  call  William  T. 
Wildhaber,  M.D.,  807  North  7th,  Beatrice,  Nebraska 
68310  Phone  (402)  223-2152. 

EMERGENCY  PHYSICIAN  — Regional  trauma 
center  servicing  Western  Nebraska  has  key  opening 
for  career  emergency  physician.  Excellent  salary 
and  work  schedule.  Included  are  pension  and  profit 
sharing,  paid  CME,  relocation  allowance,  paid 
malpractice,  health,  life  and  disability  insurance. 
Send  CV  to:  S.  Lee,  CPC,  P.O.  Box  8013,  Fresno, 

CA  93747. 
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“My  Pop  said  he  never  saw  the  stork 
when  I was  born  . . . only  his  bill!” 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSS* 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carlnli  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted, 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 

Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 Vz  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  071 10 

Please  see  back  cover. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Please  see  reverse  side  for  summary  of  product  information. 
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half-life 


Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium"  (diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly.* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  8{  1):5-11, 1978 


in  the  monogomont  of 
ogmptoms  of  onxiotg 


2-mg.  5-mg,  10-mg  scored  tablets 


effective  therapg  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page 


f 


Valium 

diazepam /Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  ad|unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria  |aundice,  skin  rash 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur  discontinue  drug  Isolated  reports  of  neu- 
tropenia, taundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


“Okay  now,  which  one  of  you  has  the  smallpox?” 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
«nd  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  [8V4  x 11  in.  (22  x 28  cm)]  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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SURE  CURE  FOR 
PAPERWORK  HEADACHES 


Sick  and  tired  of 
sorting  out  patient 
histories,  billing 
information,  collection 
data,  correspondence 
and  frequently 
prescribed 
medicines  and 
therapies  the  hard 
way?  Lanier  has  a 
cure  that  can  put 
an  end  to  your 
record  keeping 
problems.  It’s  called 
“Records  Keeping  Smart 
Disc”™  and  it  knocks 


just  about  all  the  time  and 
tedium  out  of  recording, 
organizing,  maintaining 
and  retrieving 
essential  information! 
Ask  Hugo  Heyn  Co., 
your  local  Lanier 
distributor,  for  a 
complete  diagnosis 
of  your  particular 
case.  It  won’t  cost 
a penny  and  it 
could  give  you  a 
whole  new,  dollar 
saving  lease  on  your 
record  processing  life. 


HUGO  HEYN  COMPANY 

Distributors 

LANIER  Business  Products 

4225  Cuming  Street 
Omaha,  NE  68131 
(402)  556-2700 
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Wanted:  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians.  For 
such  physicians,  we  offer  a practice  that  is 
practically  perfect,  where  in  almost  no  time  you 
experience  a spectrum  of  cases  some  physicians 
do  not  encounter  in  a lifetime,  where  you  work 
without  worrying  whether  the  patient  can  pay  or 
you  will  be  paid,  and  where  you  prescribe,  not 
the  least  care,  nor  the  most  defensive  care,  but 
the  best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine  is  the 
perfect  setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-ranging  oppor- 


tunities for  the  student,  the  resident,  and  the 
practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army  resi- 
dents generally  receive  higher  compensation 
and  greater  responsibility  than  do  their  civilian 
counterparts  and  score  higher  on  specialty 
examinations. 

Army  Medicine  offers  an  attractive  alternative 
to  civilian  practice.  As  an  Army  Officer,  you 
receive  substantial  compensation,  extensive 
annual  paid  vacation,  a remarkable  retirement 
plan,  and  the  freedom  to  practice  without 
endless  insurance  forms,  malpractice  pre- 
miums, and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s  practically  all  medicine. 
Phone:  913-684-4898  (Call  Collect) 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 

Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming.  Dakota.  Dixon,  Knox, 
Madison,  Pierce,  Stanton.  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties.  Clay.  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Boslew  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson.  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup.  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham.  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper.  Harlan,  Hayes,  Hitch- 
cock. Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel.  Garden.  Keith,  Lincoln. 
Logan,  M<  Phei s< >n,  Pei kins 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner.  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY-TREASURER 

Adams George  J.  Lytton,  Hastings George  L.  Osborne,  Hastings 

♦Antelope-Pierce Robert  Kopp,  Plainview  David  F.  Johnson,  Jr..  Osmond 

Boone Gary  Smith,  Newman  Grove Charles  L.  Sweet.  Albion 

Box  Butte John  Floyd,  Scottsbluff Bruce  D.  Forney,  Alliance 

Buffalo David  C.  Babbitt,  Kearney Robert  N.  Baker,  Kearney 

Butler Lawrence  Rudolph,  David  City Victor  Thoendel,  David  City 

Cass R.  J Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel  Chris  LJ.  Bitner,  Sidney 

Cuming Robert  H.  Scherer,  West  Point  . . Thomas  R.  Tibbels,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow...N.  Leon  Books,  Broken  Bow 

Dawson Craig  Bartruff,  Gothenburg J.  H.  Worthman,  Cozad 

Dodge J.  Michael  Adams,  Fremont William  B.  Eaton,  Fremont 

♦Five  Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

Four 

Gage Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Hall  A.  E.  Van  Wie,  Grand  Island Gordon  D.  Francis,  Grand  Island 

Hamilton  John  C.  Wilcox,  Aurora Kenneth  R.  Treptow.  Aurora 

Holt  & N.W 

Jefferson G.  O.  Johnson,  Fairbury R A.  Blatny,  Fairbury 

♦Knox Douglas  M.  Laflan,  Creighton Delwvn  J.  Nagengast,  Bloomfield 

Lancaster John  F.  Porterfield.  Lincoln William  E.  Lundak.  Lincoln 

Lincoln Samuel  H.  Perry,  North  Platte Ronald  L.  Asher,  North  Platte 

♦Madison Harold  Dahlheim,  Norfolk G.  Tom  Surber,  Norfolk 

Metropolitan  Omaha Frank  D.  Donahue.  Omaha John  F.  Fitzgibbons,  Omaha 

Northeast Otto  J.  Wullschleger.  Norfolk 

Northwest  Nebraska Robert  Rasmussen,  Chadron Robert  Hanlon,  (’hadron 

Otoe Paul  R Madison,  Nebraska  City 

Perkins-Chase Bryce  G.  Shopp,  Imperial Paul  F Bottom.  Grant 

Platte-Loup  Valley Warren  R.  Miller,  Columbus Ronald  W.  Klutman.  Columbus 

Saline Walter  Gardner,  Crete Walter  Gardner,  Crete 

Sarpy J.  Paul  Glabasnia,  Papillion Michael  J.  Moran.  Papillion 

Saunders John  E.  Hansen.  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Scotts  Bluff James  J.  Simpson,  Mitchell Wendell  Ropp,  Scottsbluff 

Seward Paul  Plessman,  Seward Van  Vahle,  Seward 

South  Central  Nebraska  Richard  E.  Penrv,  Hebron C.  F.  Ashby,  Geneva 

Southeast  Nebraska  Paul  Scott,  Auburn Gary  Ensz,  Auburn 

Southwest  Nebraska  Elizabeth  D.  Edwards.  McCook  . David  A.  Allerheiligen.  McCook 

Washington-Burt  Kenneth  C.  Bagbv,  Blair Clifford  M.  Hadley.  Lyons 

York  James  D Bell,  N « •(  k Ben  N Greenberg,  York 

♦(Northeast Otto  J.  Wullschleger,  Norfolk) 
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antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer  * 
and  irritable  bowel  syndrome  * 


Librax 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  oy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

Possibly"  effective,  as  adjunctive  therapy 
n the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(imtable  colon  spastic  colon,  mucous  col- 
itis : and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications:  Glaucoma  prosfatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity 'c  chlordiazepoxide  HCi  and/or 
ciidinium  Brer-  -Je 

Warnings:  Caufion  parents  about  possible  com- 
bined effects  * '•  aicohoi  and  other  CNS 
depressants,  a r c aga  rv  hazardous  occupations 
'equiring  come  e-e  " e'’a  a excess  /e  g operat- 
'd machinery,  c < ca  and  psychologi- 

es dependence  "are 7 -eported  or  'ecom  "e-qec 
doses,  but  use  ca  / v - ad"-'  ye- "j  _ c ■yr% 
c'd;azepoxide  -C  Rocoe,  oc  rro«'  add  0 


tion-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 

drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 

may  occur 

Precautions:  in  eidehy  and  debilitated,  limit  aos- 
age  to  smallest  effective  amount  to  preclude 
ataxia,  ove'sedaton  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  Indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiat'  c patients  Employ 
usual  precautions  in  treating  anxie’y  states  w ’h 
evidence  of  impending  depresS'On  su'Cida;  'end- 
encies  may  be  present  and  protect ve  measures 
necessary  Variable  effects  on  blood  coaguia’on 
reported  very  rarely  in  patients  rece1  / ng  'he  d'ug 


and  oral  anticoagulants,  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax,  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness  ataxia  confusion  may 
occur  especially  in  elderly  and  debilitated  avoid- 
able in  most  cases  by  proper  dosage  adjustment 
but  also  occasionally  observed  at  lowe'  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered  isolated  ^stances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms  mcreased 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
biooa  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e  dryness  of  mouth  blurring  of  vision, 
urinary  hes'tancy.  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  o'her  spasmolytics  and/or  low  residue 
diets 


Roche  Products,  Inc 
Manati,  Puerto  Rico  00701 


"We're  together  because  Dr.  Benson 
recommended  home  health  care." 


Home  health  care  is  an  excel- 
lent alternative  when  your  patients 
cannot  fully  care  for  themselves,  yet 
do  not  need  to  be  in  a hospital  or 
nursing  home.  They  can  enjoy  the 
comforts  of  home  and  family  while 
receiving  the  care  they  need,  often 
at  a cost  far  below  that  of  institu- 
tional care.  And  you  are  always  in 
full  control  of  the  plan  of  care. 

Each  year,  thousands  of  people 
receive  care  at  home  from  Upjohn 
Healthcare  Servicess.M  We  employ 
nurses,  nurse  assistants,  home 
health  aides,  homemakers  and 
companions. 

We're  the  nation's  leading  pri- 
vate provider  of  home  health  care, 
with  hundreds  of  offices  through- 
out the  United  States  and  Canada. 
Many  of  our  offices  are  licensed 
to  provide  services  covered  by 
Medicare. 

Upjohn  Healthcare  Services  is 
a service  program  of  The  Upjohn 
Company,  a name  you  and  your  pa- 
tients can  trust.  For  free  home  health 
care  information  packets  you  can 
give  to  your  patients,  please  send  us 
the  coupon  below.  Or  call  our  office 
nearest  you,  listed  in  the  white 
pages  of  your  telephone  directory. 

UPJOHN 
HEALTHCARE 
SERVICES" 


Address 

City State Zip 

Mail  to:  Upjohn  Healthcare  Services 
Dept,  sjg 
3651  Van  Rick  Drive 
Kalamazoo,  Michigan  49002 
HM-6743  ©1981  Upjohn  Healthcare  Services,  Inc. 


Let  us  help  you  tell  your  patients  about 
home  health  care. 


Please  □ send  me  10  free  home  health 
care  information  packets 
□ have  your  service  director 
call  me 


“This  will  eliminate  three  office  visits.” 
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PROFESSIONAL  LIABILITY 
INSURANCE 
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Professional  Protection  Exclusively  si  nee  1 899 


OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
91  1 0 West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681  14 
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Put  Yourself  in  the  Picture 
Attend  The 

1981  Annual  Session  Nebraska  Medical  Association 


Saturday,  May  2 


Monday,  May  4 


Nebraska  Chapter  of  the  American 
College  of  Surgeons 
Nebraska  Academy  of  Ophthalmology 
Nebraska  Society  of  Internal  Medicine 
President’s  Reception 
Fun  Night 


Sunday,  May  3 

Nebraska  Perinatal  Organization 
Athletic  Medicine  Program 
Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics 
House  of  Delegates 
Nebraska  Thoracic  Society 
Annual  Medicine  and  Religion  Banquet 


House  of  Delegates 
Nominating  Committee 
Scientific  Films 
Multi-Specialty  Panel 
Sportsman’s  Day 


Tuesday,  May  5 

Past  President’s  Breakfast 
Annual  Distinguished  Luncheon 
House  of  Delegates 
Scientific  Films 

Symposium  on  “What’s  New  in 
Medicine” 


MAY  2 thru  5 


LINCOLN 

HILTON 


Pre-registration  information  will 
be  mailed  April  1 , 1981 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor " (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae,  andS. 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS.  ANO  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  if  an  allergic  reaction  to  cefaclor  occurs 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
betaken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Linder 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly). 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
m mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  m infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  (loaoeoR) 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  9 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P-O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Joff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
W'arren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D..  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 


Nebraska  Dietetic  Association 

Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital 
502  South  44th  Ave.,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Toni  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

Allen  D.  Dvorak,  M.D.,  President 
9733  Brentwood  Road,  Omaha  68114 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor  for  Neb. 

Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “0”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Bobbie  Frerichs,  CMA-A,  President 
7125  Starr  St.,  Lincoln  68505 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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IF  YOU  NEED 

MORE  EXERCISE 


Here  is  the  solution  to  your  problem.  The 
Exercycle®  exerciser’s  unique  ALL  BODY 
ACTION®  aerobically  exercises  and 
trains  your  cardiovascular  and  respi- 
ratory systems  and  provides  a 
vigorous  workout  for  all  your 
major  muscle  groups.  Short 
daily  workouts  firm  and  trim 
waist,  hips  and  thighs.  Our  PEP 
attachment  allows  you  to  pro- 
gram and  monitor  your  exercise. 
Engineered  by  experts  to  give  you 
the  ultimate  in  physical  condi- 
tioning equipment.  Exercycle 
— the  one  machine  health  spa. 
It’s  easy  and  convenient.  Just 
15  minutes  a day  will  help  you 
look  better,  feel  better  and 
maybe  last  longer. 


Visit  or  call  us  for  a no- 
obligation demonstration. 


Exercycle 


® 


The  Ultimate  Physical  Fitness  Machine 

EXERCYCLE ' is  a registered  trademark  of  the  Exercycle  Corporation 


For  complete  information,  write 
Physical  Fitness  Systems,  or  call 

(402)  391-0252. 


“Exercise  Equipment  You  Can  Live  With” 

PHYSICAL  FIOlEtt 


9 00-5  30 
Mon  - Fri 


3029  South  83rd  Plaza 

Omaha,  NE  68124 


9 00-2  00 
Saturday 


Quality  fitness  equipment  for  business,  medical,  home  and  spa  use. 
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“My 

Income  Is  Too  Low 
And 

Expenses  Are  Crowing  . . 


“How  Can  I Reverse  This  Trend?” 

Medical  Management  Services  of  Omaha  Can  Be  the  Answer  To  This  Doctor’s  Problem. 
Some  Typical  Causes  Are: 

• Unnecessary  Accounts  Receivable  are  bemg  carried. 

($100,000  of  unnecessary  Accounts  Receivable  costs  $15,000  to  $20,000  a year). 

• Lost  or  unbilled  charges  are  neglected. 

(These  may  be  as  high  as  5%  of  billings  costmg  $10,000  or  more  a year). 

• Patient  care  demands  almost  all  of  the  Doctor’s  time. 

(Without  sufficient  attention,  the  business  expenses  are  5%  to  10%  too  high, 

$3,000  or  more  a year). 

MMS  PROFESSIONALS  CAN  BE  OF  ASSISTANCE  IN  ADDRESSING  THE  BUSINESS 

NEEDS  OF  YOUR  PRACTICE. 

CALL  402/449-1555  OR  WRITE  TO: 

T.D.  SMITH,  PRESIDENT 

MEDICAL  MANAGEMENT  SERVICES  OF  OMAHA,  INC. 

PO.  BOX  6487  ELMWOOD  PARK  STATION 
OMAHA,  NEBRASKA  68106 


works  well  in  your  office. . . 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs:  in  tubes  of  1 ozand  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It’s  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad  spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 

• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 

• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN'  Ointment— -for  the  office,  for  the  home. 

(polymyxin  B-baeitracin  neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin  containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed  These 
symptoms  regress  quickly  on  withdrawing  the  medica 
tion  Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non 
susceptible  organisms,  including  fungi  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section) 
Complete  literature  available  on  request  from  Profes 
sional  Services  Dept.  PML. 

Burroughs  Wellcome  Co. 

TK  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


You  can  expect 
rapid  relief  of  a 
broad  range  of 
symptoms 

With  Limbitrol,  patients  often 
improve  within  a week.  Not  only 
is  insomnia  relieved,  but  you  will 
often  see  early  relief  of  agitation, 
psychic  and  somatic  anxiety, 
anorexia  and  feelings  of  guilt 
or  worthlessness.  This  early 
response  encourages  patients 
to  stay  in  therapy. 


You  can  minimize 

phenothiazine 

drawbacks 

When  you  choose  Limbitrol  over 
a phenothiazine-containing 
product,  you  minimize  thejisk 
of  tardive  dyskinesia  - now 
associated  even  with  low  dose, 
short-term  phenothiazine 
therapy.1'2  You  also  reduce  the 
possibility  of  other  extrapyra- 
midal  side  effects,  which  occur 
in  approximately  30%  of  patients 
receiving  phenothiazines.3  5 In 
contrast,  the  reported  incidence 
of  these  disturbing  reactions  with 
Limbitrol  or  either  of  its  compo- 


nents alone  is  rare.  (For  a 
complete  list  of  side  effects 
reported  with  Limbitrol,  please 
consult  full  disclosure.) 


References:  l.  Poulson  GW:  NY  State  J Med 
79  193-195.  Feb  1979.  2.  Hollister  IE: 
Antipsychotic  medications  and  the  treatment 
schizophrenia,  chap  9,  in  Psychopharmacol 
from  Theory  to  Practice,  edited  by  Barchas  J( 
et  at.  New  York,  Oxford  University  Press,  197 
pp  134,  145.  3.  Domino  EF:  Antipsychotics 
phenothiazines,  thioxanthenes,  butyrophenof 
and  rauwolfia  alkaloids,  chap  25.  in  Drill's 
Pharmacology  in  Medicine,  ed.4,  edited  by 
DiPalma  JR,  New  York,  McGraw-Hill  Book 
Company,  1971,  p.476.  4.  Sovner  R,  DiMosi 
Extrapyromidal  syndromes  ond  other  neurolo 
side  effects  of  psychotropic  drugs,  in  Psycho- 
pharmacology:  A Generation  of  Progress,  edit 
Lipton  MA,  DiMascio  A,  Killam  KF.  New  York, 
Raven  Press,  1978,  p.  1 021  5.  Donlon  PT, 
Slenson  Rl:  Dis  Nerv  Syst37:  629-635,  Nov 
1976. 


VFETY/BENEFIT  RATIO 


ROCHE 


What 

better  reason 
to  choose 
Limbitrol 
for  your 
patients  with 
moderate  depression  and  anxiety? 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Efficacy  without  a phenothiazine 


Please  see  summary  of  product  information  on  following  page. 


LIMBITROL"  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  ot  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concom- 
itant use,  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved 
Contraindicated  during  acute  recovery  phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle-closure 
glaucomo  Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and 
anticholinergic  type  drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus 
tachycardia  and  prolongation  of  conduction  time  reported  with  use  of  tricyclic  antidepressants, 
especially  high  doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of  drugs.) 
Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete  mental  alertness  (e_g  , operating 
machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely, 
use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either  component  alone 
have  been  reported  (nausea,  headache  and  malaise  for  amitriptyline,  symptoms  I including 
convulsionsl  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  coution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  (unction  Because  of 
the  possibility  ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients  Periodic  liver  (unction  tests  and  blood  counts  are  recommended  during 
prolonged  treatment  Amitriptyline  component  may  block  action  of  guanethidine  or  similar 
ontihypertensives  Concomitant  use  with  other  psychotropic  drugs  has  not  been  evaluated 
sedative  effects 


How  to  initiate  and 
maintain  therapy 


may  be  additive 
Discontinue  sev 
eral  days  before 
surgery  Limit 
concomitant 
administration 
of  ECT  to  essen- 
tial treatment  See 
Warnings  for  pre- 
cautions about 


Select  dosage  strength  appropriate  for  each  patient 

Limbitrol  5-12.5  is  recommended  to  minimize  drows- 
iness and  for  elderly  patients 
Limbitrol  10-25  may  be  indicated  for  patients  who 
tolerate  medication  without  undue  side  effects 

Specify  daily  dosage  based  on  symptom  severity 

An  initial  dosage  of  three  tablets  is  recommended 
Dosage  may  be  increased  to  six  tablets  or  decreased 
to  two  tablets  daily  as  necessary 
Once  a satisfactory  response  is  obtained,  patients 
should  be  continued  on  the  smallest  dose  repaired  to 
maintain  the  desired  effect 

Utilize  dosage  options  to  best  accommodate  indi- 
vidual patient  needs 

T I D or  Q I D familiar  regimens  most  suited  for 
patients  who  tolerate  medication  without  undue  drowsi- 
ness 

j Two  tablets  one  hour  before  bedtime  and  one  tablet 
midday  may  minimize  daytime  drowsiness  and  help 
relieve  a common  target  symptom  - insomnia 
Entire  dosage  h_s_  to  take  maximum  advantage  of 
fhe  sedative  effect 


'ubiir  guide  to  patient  management... 
when  you  decide  medication  is  needed 


pregnancy 

Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended  in  children  under  12 
In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedotion, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  repoded  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopemo, 
jaundice  and  hepatic  dysfunction  have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  considera- 
tion because  they  have  been  repoded  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypedension.  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  head  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities, 
extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation 
ot  urinary  tract 

Allergic  Skin  rash,  udicaria,  photosensitization,  edema  of  face  and  tongue  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal.  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis, 
jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  token  an  overdose  Treatment 
is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmine  salicylate  has 
been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product 
information  (or  manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h_s  dose  may  suffice  (or  some  patients  Lower  dosages  are 
recommended  tor  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  tour  tablets  daily  in  divided  doses,  increased  up  to  six 
tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5 12  5,  initial  dosage  ot  three  to 
four  tablets  daily  in  divided  doses,  tor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each  containing  5 mg 
chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  bottles  of  1 00  and 
500,  Tel-E-Dose"  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25,  and 
in  boxes  containing  to  strips  ot  10,  Prescription  Paks  of  50 


How  to  make  each  patient  an 
informed  patient 


1 Discuss  with  patients  the  probability  that  they  will 
experience  drowsiness,  especially  during  the  first  week 

2 Reassure  your  patients  that  drowsiness  is  one  indica- 
tion that  the  medication  is  working  and  that  it  may  help 
alleviate  their  insomnia 

3 Encourage  patients  to  report  if  drowsiness  becomes 
troublesome  so  that,  if  necessary,  dosage  schedule  can 
be  adjusted 

4 Caution  patients  about  the  combined  effects  with 
alcohol  or  other  CNS  depressants  Let  them  know  that 
the  additive  effects  may  produce  a harmful  level  of  seda- 
tion and  CNS  depression 

5 Caution  patients  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery  or  driv- 
ing a car 

6 Warn  pregnant  patients  and  patients  of  childbearing 
age  that  the  safety  of  Limbitrol  in  pregnancy  has  not  yet 
been  established 


Please  see  complete  product  disclosure  for  other  pertinent  information 


Limbitrol  should  not  be  used  under  the 
following  circumstances: 

’ Hypersensitivity  to  benzodiazepines  ♦ 


or  tricyclic  antidepressants 

2 Concomitantly  with  an  MAO 
inhibitor.  To  replace  an  MAO  in- 
hibitor with  Limbitrol,  discontinue 
MAO  inhibitor  for  a minimum  of  14 
days  before  cautiously  initiating 
Limbitrol  therapy 

3 During  the  acute  recovery 
phase  following  myocardial 
infarction. 
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In  moderate  depression  and  anxiety 

Limbitrol 

Relief  without  a phenothiazine 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


A NEW  NEUROLOGICAL  TEST 

Neurologists  use  a coordination  test  in  which 
patients  are  asked  to  touch  fingers  to  fingers  or 
fingers  to  noses,  but  I have  invented  a new  test 
to  replace  the  finger  tests.  It  is  one  that 
patients  use  daily,  so  that  they  will  know  when 
coordination  has  slipped,  and  one  that  will  not 
seem  strange  to  them  in  the  doctor’s  office, 
and  will  not  need  lengthy  explaining. 

Just  ask  the  patient  to  put  his  pen  in  its 
holder.  I call  it  the  pen  to  penholder  test,  or 
simply  (modesty  does  not  always  come  easily) 
the  Cole  test. 

It  has  another  advantage.  It  is  even  better 
replaced  by  another  Cole  test  to  discover 
where  the  incoordination  lies.  Ask  the  patient 
to  put  a pencil  into  the  electric  pencil- 
sharpener. 

No  federal  grant  money  was  used  in  this 
study,  and  I do  not  need  to  thank  anybody. 

F.C. 


OUR  RELATIONSHIP 
WITH  THE  PATIENT 

It’s  nicer  if  you  think  of  it  as  the  patient- 
doctor  relationship,  instead  of  the  doctor- 
patient,  and  so  on. 

F.C. 


CALL  ME  IN  SEVEN  DAYS 

If  the  report  will  be  back  in  a few  days,  I think 
it  is  better,  and  it  is  honest,  to  say  to  the 
patient,  Call  me  in  seven  days;  not,  Call  me  in  a 
week,  or  worse  still,  Call  me  in  about  a week. 

It  has  nothing  to  do  with  our  practicing  what 
may  not  be  an  exact  science,  nor  does  it 
smack  of  charlatanism.  The  patient  wants 
exact  instructions,  and  he  will  feel  better  if  he 
is  not  made  to  believe  that  things  are  inexact. 


He  will  call  you  in  seven  days,  when  he  may 
forget  to  call  you  in  a week,  and  a week  may 
mean  5 or  6 days  to  some. 

But  seven  days  has  a ring  of  exactness  and 
therefore  of  security  and  confidence  that  a 
week  does  not  suggest.  Two  to  four  times  a day 
is  three  times  a day,  I think.  Take  it  before  you 
go  to  bed,  can  result  in  swallowing  a pill  at  8 in 
the  morning;  that’s  before  going  to  bed.  Take  it 
5 minutes  before  you  go  to  bed  is  better;  and 
even  there,  before  you  go  to  bed  for  the  night  is 
still  better. 

Adding  two  whole  numbers  and  expressing 
their  average  to  8 decimal  places  is  not 
justified  but  saying  seven  days  instead  of  a 
week  confers  a sense  of  precision  that  is  really 
there.  I am  not  trying  to  create  an  aura  of 
exactness  that  does  not  exist;  I want  to  keep  a 
degree  of  precision  that  is  really  there.  And  it 
will  make  the  patient  feel  better.  And  when  you 
feel  better,  you  are  better. 

F.C. 


ON  GETTING  A LICENSE, 

AND  STATES  RIGHTS 

Reciprocity  means  that  one  state  will 
recognize  another  state’s  license.  Federal 
licensing  does  not  sound  attractive  to  me;  it  is 
another  thing  I do  not  want  the  national 
government  tinkering  with,  and  it  strikes  very 
close  to  home.  Besides,  medicine  in  Louisiana 
may  be  different  from  medicine  in  Maine. 

States  rights  philosophy  may  let  you  avoid 
taking  a difficult  examination  where  you  want 
to  practice,  and  get  your  license  in  that  state  by 
taking  an  easier  examination  elsewhere. 

But  now  a doctor’s  license  can,  it  seems,  be 
revoked  in  one  state  because  it  was  revoked  in 
another,  which  is  another  kind  of  reciprocity. 

What  is  given  can  be  taken  away.  It  is 
something  to  think  about. 

F.C. 
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WHY  DOES  MEDICINE 
COST  SO  MUCH? 

Because  a friend  brought  her  car  in  to  have  it 
winterized,  and  it  cost  her  over  $60. 

And  because  I took  my  car  to  the  garage 
because  it  kept  nearly  stalling,  but  not  quite, 
and  they  said  the  carburetor  needed  fixing  or 
adjusting,  and  I got  a bill  for  $80  and  it  stalled 
on  the  way  home. 

I once  bought  a whole  automobile  for  $80. 

And  it  didn’t  stall. 

F.C. 


ON  TIME,  OR  WHEN  DO  WE  EAT? 

The  invitation  said  five  o’clock. 

But  they  mean  5:15. 

And  nobody  will  get  there  till  5:30. 

So  let’s  be  there  at  six. 

Fifty  people  came. 

We  were  the  first. 

We  ate  at  7:15. 

Some  came  at  eight. 

Next  time  I’ll  know. 

Five  means  seven. 

Or  eight. 

F.C. 
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ORIGINAL  ARTICLES 


Sister  Chromatid  Exchange  Analysis 
in  a 61  Year-old  Female  Using 
Various  Medications 


Abstract 

Sister  chromatid  exchanges  (SCE)  are 
considered  indicators  of  genetic  damage  and 
early  chromosome  changes.  The  SCE  fre- 
quency from  an  individual  who  was  taking 
several  therapeutic  drugs  simultaneously 
(sulindac,  premarin,  amitriptyline)  was  found 
to  be  higher  than  the  control  group.  The  SCE 
frequency  was  10.6  i SD  1.66  while  the  SCE 
frequency  from  ten  control  subjects  was  8.4  + 
SD  0.51.  The  two-tailed  t test  was  applied  to 
the  SCE  data  and  a significant  difference  was 
found  (p  < 0.001).  The  etiology  of  the 
increased  SCE  frequency  may  be  related  to 
the  use  of  various  medications  simultaneously 
but  more  research  is  needed  in  this  area. 

Introduction 

SISTER  chromatid  exchanges 
(SCE)  have  intrigued  investi- 
gators for  a number  of  years. 
Taylor  (1958)  used  autoradiography  to  exa- 
mine the  pattern  of  incorporation  of  tritiated 
thymine  into  the  DNA  molecule  of  chromo- 
somes. He  described  the  apparent  exchange  of 
DNA  between  chromatids  of  metaphase 
chromosomes  as  sister  chromatid  exchanges. 
More  cytogenetic  work  in  this  area  led  to  the 
discovery  of  additional  methods  which  were 
less  time  consuming  and  more  reliable.  Zak- 
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harov  and  Egolina  (1972)  developed  a pro- 
cedure for  differentiating  between  chromatids 
without  the  use  of  radioisotopes.  These 
authors  used  Chinese  hamster  cells  grown  in 
the  presence  of  5-bromodeoxyuridine  (BrdU) 
for  two  rounds  of  chromosome  replication  and 
subsequently  stained  with  Giemsa.  Through 
the  use  of  autoradiography  combined  with  the 
simpler  techniques  developed  by  Zakharov 
and  Egolina  (1972)  and  Latt  (1973),  more 
detail  of  the  chromosome  structure  was 
obtained  and  the  concept  of  one  DNA  strand 
per  chromosome  was  developed. 

Latt  (1973;1974)  found  that  SCEs  could  be 
readily  observed  using  cytochemical  stains  in 
human  lymphocytes  or  Chinese  hamster  cells. 
The  cells  were  treated  with  the  base  analogue, 
5-bromodeoxyuridine  (BrdU)  that  was  incor- 
porated into  the  DNA  molecule  in  the  latter 
part  of  the  “S”  period  of  the  cell  cycle  and 
allowed  to  replicate  for  two  cell  cycles  then 
stained  with  Hoechst  33258,  a bisbenzimida- 
zole  dye  (Latt,  1974  (Figure  1)].  The  dye 
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Figure  1.  First  and  second  replicative  cell  cycles 
stained  with  the  FPG  technique.  Left  column: 
Schematic  and  photographic  representation  of  a 
metaphase  chromosome  after  incorporation  of  5- 
bromodeoxvuridine  in  the  first  cell  cycle.  Right 
column:  Schematic  and  photographic  representation 


of  a metaphase  chromosome  after  incorporation  of 
5-bromodeoxyuridine  in  the  second  cell  cycle. 

A = adenine 
T = thymine 

B = 5-bromodeoxyuridine 
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normally  fluoresces  intensely  when  bound  to 
poly  (dA-dT),  but  when  bound  to  poly  (dA- 
BrdU)  the  fluorescence  of  the  dye  is  quenched. 
Hence,  the  unifilar  chromatids  (BrdU  sub- 
stituted in  one  strand  of  DNA)  fluoresced 
more  brightly  than  its  bifilar  (BrdU  sub- 
stituted in  both  strands  of  DNA)  sister 
chromatid.  This  technique  was  improved  over 
the  previous  procedures  for  the  examination  of 
SCEs,  but  a major  disadvantage  remained. 
This  was  the  photoinstability  of  the  dye.  The 
image  faded  rapidly  when  examined  with  ultra 
violet  microscopy.  This  problem  was  elimi- 
nated when  Giemsa  stain  was  found  to 
combine  with  Hoechst  33258  to  make  a 
permanently  stained  preparation  following 
photolysis  of  the  BrdU  with  ultra  violet  light 
and  with  treatment  in  10XSSC  (standard 
saline  citrate).  This  procedure  became  known 
as  the  fluorescent  plus  Giemsa  (FPG)  tech- 
nique [Perry  and  Wolff,  1974;  Korenberg  and 
Freedlender,  1974  (Figure  1)]. 

After  the  advent  of  the  Giemsa  staining 
procedures  for  SCE  analysis,  interest  in- 
creased in  the  study  of  SCEs.  The  studies  of 
SCEs  became  more  numerous  in  various  cell 
lines  and  after  various  cellular  treatments.  It 
appeared  that  the  frequency  of  SCEs  could  be 
considered  indicators  of  genetic  damage  or 
chromosome  repair  processes.  Therefore,  the 
investigation  of  SCEs  became  a tool  for 
investigating  mutagens  and  human  diseases 
(Perry  and  Evans,  1975;  Solomon  and  Bobrow, 
1975;  Vogel  and  Bauknecht,  1976;  Allen  and 
Latt,  1976;  Popescu  et  al.,  1977;  Perticone, 
1977;  Carrani,  1978;  Lambert  et  al,  1978). 

This  area  is  currently  of  interest  and  many 
researchers  are  engaged  in  examining  the 
effect  of  mutagens  on  the  chromosomes  in  in 
vivo  and  in  vitro  studies  (Vogel  and  Bauknecht, 
1976;  Allen  and  Latt,  1976).  The  chemicals  or 
agents  that  have  been  investigated  in  humans 
include  common  factors  found  in  the  environ- 
ment such  as  cigarette  smoking  (Lambert  et  al, 
1978;  Hollander  et  al,  1978)  and  alcohol 
consumption  (Butler  et  al,  1980)  to  chemo- 
therapeutic agents  such  as  chlorambucil 
(Solomon  and  Bobrow,  1975)  used  in  the 
treatment  of  leukemia  patients.  Thus,  an  SCE 
analysis  is  presented  for  the  first  time  from  an 
individual  using  various  therapeutic  drugs  to 
examine  differences  in  SCE  frequency  when 


compared  with  the  SCE  frequency  found  in 
ten  control  subjects  of  both  sexes. 

Materials  and  Methods 

All  subjects  in  this  study  were  equally 
questioned  about  previous  diseases,  nutri- 
tional status,  medical  treatment,  and  x-ray 
investigations,  as  well  as  exposure  to  environ- 
mental and  occupational  hazards.  Their 
smoking  history  and  alcohol  consumption  were 
also  recorded. 

Ten  control  subjects  with  no  history  of 
significant  illnesses,  and  no  medications  or  x- 
rays  within  the  past  six  months  were  selected. 
Two  individuals  smoked  cigarettes  (<  20 
cigarettes  per  day)  and  denied  ingesting 
alcohol  on  a regular  basis. 

A 61 -year-old  white  female  was  chosen  for 
SCE  analysis  to  determine  whether  the  in- 
gestion of  certain  medications  on  a regular 
basis  would  influence  the  SCE  frequency.  This 
individual  had  no  significant  medical  history 
except  for  osteoarthritis  of  five  year  duration 
and  a history  of  alcohol  abuse  approximately 
six  years  ago  with  a duration  of  one  to  two 
years.  She  denied  ingesting  alcohol  for  the  past 
five  years.  No  remarkable  findings  were 
recorded  on  the  physical  examination  and  no 
other  significant  medical  history  or  exposure  to 
x-rays  and  environmental  hazards  could  be 
found.  She  smoked  30  cigarettes  per  day.  This 
individual  was  using  sulindac  (non-steroidal, 
anti-inflammatory  agent  used  by  arthritics), 
premarin  (conjugated  natural  estrogen),  and 
amitriptyline  (tricyclic  anti-depressant)  for  the 
past  one  to  five  years  on  a regular  basis  at  the 
time  of  the  SCE  analysis. 

Peripheral  blood  (0.4  ml)  was  obtained  from 
each  subject  by  the  use  of  a finger  lancet  and 
was  added  to  a sterile  three  ounce  prescription 
bottle  with  culture  media.  The  medium 
consisted  of  6.4  ml  Basal  medium-Eagles 
(BME,  Gibco),  1.6  ml  Rehatuin  (Reheis  Chem. 
Co.)  supplemented  with  40  U.S.P.  units  per  ml 
of  potassium  penicillin,  40  micrograms  per  ml 
of  streptomycin  sulfate,  10  U.S.P.  units  per  ml 
of  sodium  heparin  (Abbott),  20um  5-bromo- 
deoxyuridine  (BrdU,  Sigma),  a base  analogue 
incorporated  into  the  DNA  molecule  and 
utilized  in  the  SCE  procedure,  and  0.1  ml 
phytogemagglutinin  M (Gibco),  a stimulant  of 
lymphocyte  mitosis.  The  final  pH  before 
incubating  was  7.2  to  7.3 


30  Nebraska  Medical  Journal  February  1981 


The  culture  was  grown  in  darkness  at  37°  C to 
avoid  photolysis  of  the  5-bromodeoxyuridine 
and  chromosome  damage  caused  by  photolysis 
of  the  incorporated  BrdU.  After  69  hours  of 
cultivation,  0.2  ml  colcemid  (Gibco,  initial 
concentration  10  ug  per  ml)  was  added  to 
inhibit  spindle  formation  and  to  allow  the 
chromosomes  to  accumulate  at  metaphase.  At 
72  hours,  the  culture  contents  were  placed  in  a 
15  ml  conical  centrifuge  tube  and  centrifuged 
for  6 minutes  at  1000  rpm.  The  supernatant 
was  removed  and  6 ml  of  hypotonic  0.56% 
KC1  solution  at  37°C  was  added.  The  contents 
were  resuspended,  allowed  to  incubate  at  37° C 
for  6 minutes,  and  then  centrifuged  at  1000 
rpm  for  an  additional  6 minutes.  During  this 
centrifugation,  the  fixative  was  prepared  by 
adding  three  parts  methanol  to  one  part  glacial 
acetic  acid.  After  centrifugation,  the  hypotonic 
KC1  was  removed  and  the  cells  resuspended. 
Four  ml  of  the  fixative  was  added  to  the 
centrifuge  tube,  while  gently  dispersing  the 
cells  by  agitation  with  a pipette.  The  cells  were 
sedimented  by  centrifugation  at  1000  rpm  for 
6 minutes,  the  supernatant  was  aspirated,  and 
the  cells  resuspended  in  4 ml  of  fresh  fixative. 
The  cells  were  allowed  to  stand  at  room 
temperature  for  15  minutes,  and  then  were 
centrifuged  at  1000  rpm  for  6 minutes.  The 
supernatant  was  removed  and  fresh  fixative 
was  added  in  proportion  to  the  size  of  the  cell 
pellet,  a smaller  pellet  requiring  less  fixative. 

Cold,  wet  slides  kept  at  4°C  prior  to  use 
were  held  at  a 45°  angle  and  three  drops  of  the 
cell  suspension  were  placed  along  the  upper 
edge  of  the  slide.  The  slides  were  immediately 
passed  through  a flame  and  allowed  to  air  dry. 

After  24  hours  of  storage  in  darkness,  the 
slides  were  stained  by  a modification  of  the 
FPG  technique  developed  by  Perry  and  Wolff 
(1974).  The  slides  were  stained  in  1 ug  per  ml 
Hoechst  33258  (Polysciences,  Inc.)  for  12 
minutes  in  darkness,  washed  in  distilled  water 
for  three  to  five  minutes  and  then  air  dried  and 
mounted  in  distilled  water  with  a cover  slip. 
The  slide  was  then  exposed  to  an  ultra  violet 
lamp  (wavelength  of  366  nm,  115  volts,  60  Hz, 
0.16  amps)  for  approximately  60  minutes  at  a 
distance  of  3 cm,  incubated  in  10XSSC 
(standard  saline  citrate)  at  60°C  for  20  minutes 
and  then  stained  in  3%  Giemsa  (Harleco)  in 
phosphate  buffer  at  pH  6.8  for  10  minutes.  The 
stained  slides  were  rinsed  briefly  in  water,  air 


dried,  then  viewed  for  SCEs  by  the  use  of  a 
lOOx  planar  objective  on  a standard  Zeiss  light 
microscope.  The  mean  value  of  the  SCE 
frequency  for  each  subject  was  based  on  the 
number  of  SCEs  in  a minimum  of  20  cells. 

Results  and  Discussion 

The  average  SCE  frequency  in  the  ten 
control  subjects  was  8.4  + SD  0.51  while  the 
SCE  frequency  of  the  individual  using  various 
therapeutic  drugs  simultaneously  was  10.6  + 
SD  1.66  (Table  1).  The  two-tailed  t test  was 
applied  to  the  SCE  data  of  this  individual  and 
the  control  subjects  and  a significant  dif- 
ference was  found  (p  < 0.001).  The  three 
medications  (sulindac,  premarin,  and  amitrip- 
tyline) used  by  this  individual  are  not  con- 
sidered mutagenic  (Anon.,  1979).  There  have 
been  no  reports  of  these  medications  causing 
chromosome  changes  or  mutation  when  used 
alone.  Whether  the  use  of  the  medications 
simultaneously  would  interfere  with  genetic 
stability  is  not  known  in  this  particular 
situation,  but  remains  unlikely. 

Table  1 

SCE  data  from  the  control  subjects  and  the  61  year- 
old  female 


Initial 

Age 

Sex 

Mean  of 
SCEs 

Range  of 
SCEs 

Meta- 

phase 

plates 

PD 

28 

male 

8.3 

6-12 

26 

RIB 

27 

female 

8.2 

5-13 

20 

GD 

58 

male 

8.2 

4-12 

20 

JP 

41 

female 

7.7 

5-12 

20 

MAS 

28 

male 

8.1 

5-11 

21 

RD 

25 

female 

9.0 

5-15 

20 

MGB 

27 

male 

8.1 

5-13 

31 

AV 

28 

male 

8.5 

5-13 

26 

KKS 

28 

female 

8.3 

4-14 

37 

CW 

34 

female 

9.5 

3-16 

31 

HA* 

61 

female 

10.6 

4-18 

36 

HA*  = 61  year-old  female  using  various  medications  simultaneously 

Other  factors  that  should  be  considered  in 
this  individual  when  discussing  SCEs,  are 
those  of  cigarette  smoking  and  alcohol  con- 
sumption. Various  investigators  have  ex- 
amined cigarette  smoking  and  SCE  frequency 
and  generally  conclude  that  cigarette  smoking 
does  not  increase  the  SCE  frequency 
(Lambert  et  al,  1978;  Hollander  et  al,  1978; 
Crossen  and  Morgan,  1980).  Similarly,  the 
SCE  frequency  is  not  increased  in  individuals 
that  have  not  ingested  alcohol  on  a regular 
basis  for  at  least  one  year  duration  but 
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elevated  in  chronic  alcoholics  (Butler  et  al., 
1980).  Therefore,  the  etiology  of  the  increased 
SCE  frequency  in  the  individual  described  is 
unknown  but  more  research  to  determine 
whether  therapeutic  drugs  used  over  an 
extended  period  of  time  may  interfere  with 
genetic  stability  is  needed. 
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A STRONG  emphasis  on  the 
training  provided  by  the  basic 
or  preclinical  sciences  has  been 
the  hallmark  of  medical  education  in  the 
United  States  for  the  past  70  years,  science 
should  form  the  base  of  medical  education. 
The  preclinical  departments  provide  the 
student  not  only  with  a core  of  current 
knowledge  in  the  basic  sciences,  but  more 
importantly  stimulate  in  the  student  a curiosity 
about  bodily  function  thereby  encouraging  a 
scientific  approach  to  problem  solving  to  be 
carried  over  to  their  clinical  years.  This 
capability  of  analysis,  of  distinguishing  be- 
tween what  is  important  and  what  is  not,  is 
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what  leads  the  student  and  physician  to  good 
differential  diagnosis. 

The  Department  of  Physiology  is  one  of  the 
six  basic  science  departments  at  the  University 
of  Nebraska  Medical  Center  which  are  ad- 
ministratively within  the  College  of  Medicine. 
In  its  broadest  sense,  physiology  is  the  study  of 
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the  function  of  living  organisms  from  the  cell 
itself  to  the  human;  in  effect  it  is  the  study  of 
life  itself. 

The  physiology  department  occupies  ap- 
proximately 15,000  square  feet  in  South 
Building  on  the  University  of  Nebraska  Medi- 
cal Center  campus,  which  was  constructed  in 
1923.  There  are  ten  full-time,  one  part-time 
and  four  volunteer  faculty.  Several  of  the  latter 
also  have  appointments  in  the  Department  of 
Internal  Medicine,  thereby  providing  an 
academic  bridge  between  the  two  departments. 

The  major  responsibilities  of  the  depart- 
ment are  teaching,  research,  and  service,  with 
primary  emphasis  on  the  former  two.  Although 
our  primary  teaching  responsibility  is  to 
students  in  the  College  of  Medicine,  the 
department  is  also  responsible  for  teaching  all 
the  physiology  on  the  medical  campus.  This 
includes  nursing,  pharmacy,  physical  therapy, 
physician’s  assistant,  and  other  allied  health 
students  as  well  as  graduate  students.  This 
past  year  over  500  students  were  registered  in 
departmental  courses. 

The  Department  of  Physiology  has  one  of 
the  most  extensive  research  programs  in  the 
College  of  Medicine.  The  three  primary  areas 
represented  are  cardiovascular-renal,  endo- 
crinology, and  neurophysiology.  The  results  of 
our  research  are  presented  at  local,  national 
and  international  meetings  and  published  in 
internationally  recognized  journals.  Some  of 
the  present  studies  include  1)  neural  factors 
which  participate  in  the  control  of  body  salt 
and  water,  2)  reflex  control  of  the  circulation, 
3)  factors  involved  in  the  etiology  of  hyperten- 
sion, 4)  reproductive  physiology,  5)  position 


sensing,  6)  role  of  calcium  in  the  secretion  of 
hormones,  and  7)  role  of  hormones  in  the 
control  of  plasma  osmotic  pressure. 

Another  important  goal  is  to  provide  the 
atmosphere  and  resources  for  the  training  of 
young  scientists  who  will  be  the  teachers  and 
researchers  of  tomorrow.  The  achievement  of 
this  goal  is  indicated  by  the  fact  that  there  are 
presently  involved  in  the  programs  a visiting 
faculty  member  from  the  University  of 
Uppsala,  Sweden,  four  postdoctoral  students, 
three  of  whom  were  awarded  fellowships  from 
the  National  Institutes  of  Health  and  ten 
predoctoral  students,  one  of  whom  is  a recent 
graduate  from  medical  school  and  two  of  whom 
are  also  enrolled  in  the  medical  school 
program.  As  a result,  we  are  also  training 
young  physicians  for  careers  as  clinical  in- 
vestigators. It  is  important  to  note  that  these 
research  and  training  resources  were  de- 
veloped primarily  from  the  funds  obtained  by  a 
very  competent,  competitive  and  agressive 
faculty. 

The  department’s  responsibility  of  service  is 
met  in  a number  of  ways.  Members  of  the 
faculty  participate  in  seminars  and  continuing 
education  programs  for  both  physicians  and 
allied  health  personnel.  In  addition  we  provide 
science  demonstrations  for  students  from  a 
number  of  high  schools  in  Nebraska. 

Our  long-term  goal  is  to  continue  to  provide 
high  quality  medical  education  to  Nebraska 
students  and  the  resources  necessary  to  make 
new  and  meaningful  contributions  to  medical 
knowledge  through  research. 
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1979  Maternal  Mortality  Review 
for  Nebraska 


THE  review  of  maternal  deaths  for 
1979  includes  four  deaths  oc- 
curring in  1979  and  one  addi- 
tional death  which  occurred  in  1978  but  was 
not  previously  reported.  Of  these  five  maternal 
deaths,  protocols  were  obtained  on  all  of  the 
reported  deaths.  During  1979,  there  were 
26,199  deliveries  reported  by  the  Bureau  of 
Vital  Statistics  of  the  Nebraska  State  Depart- 
ment of  Health,  thus  giving  a maternal 
mortality  rate  of  15.27  deaths  per  100,000 
births.  A review  of  the  five  protocols  indicates 
one  death  to  be  an  indirect  obstetric  death, 
and  four  deaths  were  direct  obstetric  deaths. 

The  death  occuring  in  1978  (78-9)  was  a 22 
year  old  primagravida,  delivered  Cesarean 
Section  after  failure  of  induction  for  pre- 
eclamptic toxemia.  The  post  operative  course 
was  complicated  by  ileus  and  sepsis.  Surgical 
exploration,  on  the  sixth  post  Cesarean  day, 
revealed  fecal  peritonitis  with  an  unexplained 
perforation  of  the  colon  at  the  splenic  flexure. 
Inspite  of  colostomy,  peritoneal  irrigation  and 
intensive  antibiotic  therapy,  the  patient  fol- 
lowed a progressive  downhill  course,  and  died 
17  days  after  delivery,  and  eleven  days  after 
colostomy.  Autopsy  showed  hemorrhagic 
necrosis  of  the  colon  with  massive  peritonitis 
and  apparent  septic  shock.  This  was  classified 
as  a direct  obstetric  death  with  preventable 
factors  present. 

Of  the  maternal  deaths  occurring  in  1979, 
one  (1)  death  was  judged  to  be  an  indirect 
obstetric  death.  This  occurred  in  a 27  year  old, 
Para  V7,  Gravida  V,  who  was  rehospitalized  five 
days  after  an  uneventful  delivery.  The  patient 
complained  of  intractable,  severe,  occipital 
headache,  and  C.A.T.  scan  demonstrated  an 
intracerebral  hematoma.  Neurosurgical  efforts 
to  correct  the  problem  were  to  no  avail.  It  was 
felt  that  delivery,  per  se,  was  not  a direct  cause 
of  the  intracerebral  hemorrhage,  though  it  is 
well  documented  that  there  is  an  increased 
incidence  of  subarachnoid  hemorrhage  during 
late  pregnancy  and  at  the  time  of  labor  and 
delivery;  thus,  the  indirect  obstetric  death 
classification. 
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The  three  remaining  deaths  in  1979  were 
judged  to  be  direct  obstetric  deaths.  One  was  a 
35  year  old,  Para  V,  Gravida  VI,  who  died  some 
12  hours  after  a forceps  rotation  and  delivery 
of  a nine  pound,  nine  ounce  infant.  A deep 
cervical  tear  occurred;  however,  attempted 
repair  failed  to  control  the  bleeding.  A 
hysterectomy  was  performed,  but  the  patient 
experienced  a cardiac  arrest,  with  irreversible 
shock  and  eventual  death,  after  resuscitation 
and  referral  to  a medical  center.  This  was 
classified  as  a direct  obstetric  death  from 
hemorrhage  with  preventable  factors  present. 

Another  patient  was  a 23  year  old  prima- 
gravida who  was  delivered  of  a six  and  one  half 
pound  infant  by  Cesarean  Section  for  failure  to 
progress  in  labor.  Spinal  anesthesia  was 
chosen,  but  cardiac  arrvthmia  occurred,  fol- 
lowed by  cardiopulmonary  arrest  associated 
with  hypotension.  Supportive  efforts  were 
continued  with  no  spontaneous  recovery  or 
improvement,  and  eventually,  death  occurred 
some  forty-eight  days  after  delivery.  This  was 
classified  as  a direct  obstetric  death  from 
anesthesia,  with  preventable  factors  probably 
present. 

The  final  death  was  a 26  year  old  prima- 
gravida dwarf  who  died  at  35  weeks  gestation. 
In  spite  of  good  prenatal  care,  the  patient  was 
hospitalized  with  progressing  pulmonary  con- 
gestion and  rapidly  became  worse  and  died 
with  a terminal  cardiopulmonary  arrest.  A four 
pound,  thirteen  ounce  infant,  who  lived,  was 
delivered  by  Cesarean  Section  with  the  patient 
moribund,  with  no  improvement  from  delivery. 
This  was  judged  a direct  obstetric  death, 
though  some  might  consider  the  indirect 
obstetric  classification. 

These  case  reports  represent  abbreviated 
abstracts  of  the  several  maternal  deaths 
reported.  Each  of  the  reported  deaths  present 
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interesting  aspects  worthy  of  more  detailed 
review.  The  original  case  reports  are  obtained 
through  the  excellent  cooperation  of  our 
physicians  across  the  state.  Such  reports  are 
abstracted  and  used  in  conjunction  with 
postgraduate  courses  and  meetings  within  the 

Myasthenia  Gravis  - 
Regarding  Dental  or 

YASTHENIA  gravis  (MG)  is  a 
neuromuscular  disease  which 
produces  muscular  weakness, 
especially  fatigue  of  varying  severity  of  varying 
muscle  groups.  The  oral  manifestations  of  MG 
include  a triple  furled  tongue,  sagging  of  the 
palate,  dysarthria,  dysphagia,  and  decreased 
gag  and  choking  reflexes.  Because  the  bulbar 
weakness  of  MG  may  be  made  worse  with 
fatigue,  various  medications,  and  anxiety,  the 
following  recommendations  are  made  con- 
cerning the  myasthenic  who  requires  dental 
work  or  oral  surgery. 

The  patient,  dentist,  or  oral  surgeon  should 
review  the  case  thoroughly  with  the  patient's 
neurologist  who  should  be  available  on  the  day 
of  the  dental  visit.  The  patient’s  appointment 
should  be  scheduled  early  in  the  day,  approxi- 
mately 30  minutes  after  his  last  dose  of 
anticholinesterase  medication,  and  the  patient 
should  be  seen  promptly,  while  his  strength  is 
at  a peak  and  before  fatigue  occurs.  The 
myasthenic  should  arrive  relaxed,  and  every 
attempt  made  to  try  and  allay  anxiety  and 
apprehension.  A rubber  bite  block  should  be 
used. 

Only  in  the  dental  office,  local  anesthetic 
agents  such  as  Xylocaine  (lidocaine)  1%  with 
epinephrine  should  be  used  to  anesthetize 
small  areas  such  as  the  gums  or  a branch  of  the 
maxillary  or  mandibular  nerve.  This  avoids 
relaxing  too  great  an  area  with  resultant 
dyspnea  or  dysphagia.  If  palatal  sensation  is 
affected  bv  the  anesthetic,  the  ability  to 
swallow  may  be  impaired.  The  patient  should 
not  receive  either  inhalation  anesthetic  agents 
such  as  nitrous  oxide  or  intravenous  muscle 


state.  The  Maternal  Child  Health  Committee 
of  the  Nebraska  Medical  Association  is  cur- 
rently attempting  to  evaluate  the  fetal  and 
neonatal  deaths  occurring  in  the  state.  It  is 
hoped  that  a preliminary  report  of  these 
findings  will  be  forthcoming. 
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Oral  Surgery 
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relaxants  or  analgesics  in  the  dental  office,  nor 
should  the  myasthenic  be  put  to  sleep  in  the 
dental  office.  CPR  equipment  should  be 
readily  available  and  in  working  order  with 
someone  present  who  knows  how  to  use  it. 
Following  the  dental  work,  the  patient  should 
remain  at  the  office  until  all  feel  that  he  is 
stable.  Postoperative  analgesics  may  be 
prescribed  only  with  the  consent  of  the 
patient’s  neurologist  and  then  only  in  reduced 
dosage. 

The  myasthenic  should  be  hospitalized  for 
more  extensive  oral  surgery  such  as  multiple 
extractions,  removal  of  cysts,  impacted 
wisdom  teeth,  or  tumors,  and  the  repair  of 
fractures.  Hospitalization  is  also  indicated  for 
those  myasthenics  with  severe  bulbar  signs,  or 
if  inhalation  anesthetic  agents  or  intravenous 
or  intramuscular  muscle  relaxants  or  anal- 
gesics are  required.  Muscle  relaxants  such  as 
curare  or  succinylcholine  should  not  be  used. 
Postoperativelv,  the  patient  must  be  observed 
very  closely  in  the  recovery  room  for  a possible 
respiratory  arrest,  transferred  to  an  ICU 
prophylactically,  and  remain  hospitalized  until 
all  feel  that  he  is  stable  neurologically, 
medically,  and  surgically.  Postoperative  anal- 
gesic medications  can  be  administered  in 
reduced  dosage  only  with  the  consent  and 
knowledge  of  the  myasthenic’s  neurologist. 
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Nontraumatic  Perforation 
of  the  Common  Bile  Duct 


OUR  recent  experience  with  a 
patient  who  had  a nontraumatic 
perforation  of  the  common  bile 
duct  led  us  to  review  the  experience  of  others. 
We  found  only  23  adult  cases  reported,  making 
this  a rare  condition.  The  diagnosis  of  this 
potentially  lethal  disease  has  been  made  only 
at  operation.  The  perforations  had  a variety  of 
causes;  the  cause  determined  the  treatment. 

Report  of  case 

In  1978,  a 68-year-old  man  came  to  the 
hospital  giving  a history  of  three  days  of 
epigastric  pain,  anorexia,  shaking  chills,  fever 
and  jaundice. 

Twenty-seven  years  before  admission,  the 
patient  had  a right  upper  abdominal  injury  in  a 
tractor  accident  resulting  in  severe  shock.  He 
recovered  slowly  without  operation.  Eight 
years  before  admission,  he  had  a cholecystec- 
tomy. The  junction  of  the  cystic  duct  with  the 
common  duct  was  “identified  with  difficulty" 
because  of  numerous  adhesions  in  the  infra- 
hepatic  area. 

From  December  1973  to  January  1977,  the 
patient  received  chemotherapy  for  lymphoma 
of  the  neck.  He  had  no  recurrence. 

At  the  time  of  admission,  the  patient  had  a 
temperature  of  38.4°  C,  pulse  100/min,  and 
blood  pressure  108/70  mmHg.  He  had  scleral 
icterus.  Examination  of  the  heart  and  lungs 
was  normal.  He  had  mild  upper  abdominal 
tenderness.  He  had  no  abdominal  masses. 

Abnormal  laboratory  studies  include  a WBC 
of  9,000/mm'!  with  a left  shift,  total  bilirubin  of 
6.5  mg%  with  a direct  fraction  of  4.6  mg%.  X- 
ray  examination  of  the  chest  and  abdomen  was 
normal.  Ultrasound  suggested  a small  cystic 
mass  in  the  area  of  the  common  bile  duct. 

Treatment  of  ascending  cholangitis  with 
gentamicin  was  initiated.  After  48  hours, 
because  of  no  real  improvement,  percutaneous 
cholangiogram  was  attempted  without  success. 
Operation  was  then  performed. 

Dense  adhesions  were  present  in  the  right 
upper  quadrant.  As  the  bile  ducts  were 
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exposed,  a 3 x 2 x 1 cm.  bile-filled  cystic  space 
was  opened.  The  cystic  space  communicated 
with  the  common  duct  via  a tract  lined  with 
granulation  tissue.  This  represented  a con- 
fined perforation  of  the  bile  duct.  Superior  to 
this  lesion,  near  the  ligatures  from  the  previous 
cholecystectomy,  another  cystic  space  filled 
with  mucopurulent  material  was  identified. 
This  seemed  to  represent  a cystic  duct 
remnant  (See  Fig.  1).  Choledochotomy  was 
done  medial  to  the  sinus  tract.  A Fogarty 
catheter  was  used  to  retrieve  a 7 mm  oval 
stone  from  the  ampullary  area.  No  other 
gallstones  were  found.  Because  a #4  Bake’s 
calibrator  could  not  be  passed  into  the 
duodenum,  spincteroplasty  was  performed.  A 
#10  Bake’s  calibrator  could  then  be  passed.  A 
#16  T-tube  was  placed  into  the  common  bile 
duct. 

The  patient  had  a benign  course  after 
operation  except  for  persistent  drainage 
around  the  T-tube  for  two  weeks.  The  T-tube 
was  removed  after  normal  cholangiograms  at 
two,  four,  and  six  weeks.  He  has  had  no 
gastrointestinal  symptoms  since  operation. 

Comment 

Many  pathogeneses  have  been  proposed  for 
spontaneous  rupture  of  the  common  bile  duct. 
McWilliams1  reported  four  patients  with 
rupture  of  the  common  bile  duct.  He  gave 
three  possible  causes  for  biliary  rupture: 
rupture  from  “overstretching”  with  or  without 
stones,  perforation  from  pressure  of  a stone 
upon  the  wall  causing  ulceration,  and  per- 
foration from  gangrene  secondary  to 
thrombosis  of  the  mural  vessels  or  infection. 

Most  authors  have  attributed  common  duct 
perforations  to  these  causes.  Most  perfora- 
tions are  described  as  caused  by  “over- 
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Figure  1 — Diagram  showing  location  of  cystic 
duct  remnant  and  confined  perforation.  The  stone 
appeared  to  have  arisen  in  the  cystic  duct  and 
perforated  through  the  common  duct,  lodging  in  the 
ampulla. 


stretching”  or  distention,  usually  by  distal  duct 
obstruction.  Brunschwig,6  Ignini"  and  Spira9 
reported  common  duct  perforation  secondary 
to  distal  duct  obstruction  from  stones,  tumor 
and  pancreatitis.  Rubin10  and  Gariepv2  have 
both  reported  perforation  caused  by  direct 
pressure  of  a stone  on  the  wall  of  the  duct. 

Hart3  reported  a perforation  due  to  gangrene 
secondary  to  thrombosis  of  the  mural  vessels. 
No  stone  was  readily  apparent  in  the  abdomen 
or  the  common  duct.  However,  perforation 
from  a stone  was  possible  because  the  patient 
had  cholelithiasis.  The  administration  of 
morphine  for  pain  may  have  contributed  to  the 
perforation. 

Ruhin  and  Stahlgren10  reported  a perfora- 
tion of  the  common  bile  duct  in  a patient  with 
an  adenocarcinoma  of  the  head  of  the  pan- 
creas. Impairment  of  the  hlood  supply  to  the 
distal  common  duct  by  the  adenocarcinoma 
was  the  apparent  pathogenesis. 

Other  causes  of  spontaneous  perforation  of 


the  common  duct  have  been  proposed.  Biliary 
ducts  contain  numerous  mucous  glands  in  their 
wall  extending  almost  to  the  serosal  coat. 
Newel11  proposed  that  these  glands  may  be  the 
site  of  infection  or  stone  formation  with 
subsequent  increased  ductal  pressure  and 
perforation. 

Wolfson  and  Levine5  reported  three  patients 
with  common  bile  duct  perforation  at  the  site 
of  the  previous  choledochostomy.  -Jackson  and 
Saunders7  found  eleven  cases  in  the  literature 
and  reported  two  patients  who  had  rupture  of 
the  common  bile  duct  from  a perforated 
choledochal  cyst.  Stone  formation  within  a cyst 
is  rare.  Perforation  was  probably  the  result  of 
enlargement  of  the  cyst  with  compromised 
circulation.  In  both  cases  of  choledochal  cyst, 
the  preoperative  diagosis  was  acute  appendi- 
citis with  perforation.  Another  rare  cause  of 
common  duct  perforation  is  intrabiliary  rupture 
of  an  echinococcal  cyst.8 

There  are  two  possible  causes  for  per- 
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foration  of  the  common  bile  duct  in  our 
patient.  Distal  obstruction  of  the  common  bile 
duct  from  stenosis  may  have  resulted  in 
perforation  of  the  cystic  duct  remnant. 

A more  likely  possibility  was  that  a stone 
retained  in  a long  cystic  duct  remnant  eroded 
into  the  common  duct  causing  obstruction  and 
ascending  cholangitis.  Supporting  this  patho- 
genesis were  the  presence  of  a cystic  duct 
remnant,  confined  perforation  and  the  chronic 
granulation  tissue  around  the  perforation.  The 


mechanism  would  be  analogous  to  a chole- 
cystointestinal  fistula. 

This  case  emphasizes  the  need  for  a 
thorough  dissection  of  the  cystic  duct  to  its 
junction  with  the  common  duct.  If  the  dis- 
section is  difficult,  a cholangiogram  would 
define  the  anatomy  and  guide  the  dissection. 
Such  complications  could  then  be  prevented. 

References  are  available  from  Dr.  Philben. 


Bypass  Surgery:  The  Procedure 
for  Otherwise  Inoperable 
Carotid  System  Disease 


SINCE  being  introduced  into  the 
neurosurgical  armamentarium 
in  1967,1  thousands  of  super- 
ficial temporal  artery  to  middle  cerebral  artery 
anastomoses  have  been  performed.  Technical- 
ly, this  procedure  requires  the  operating 
microscope  with  about  25X  magnification  to 
join  these  1-2  mm  in  diameter  vessels  in  the 
end-to-side  anastomosis.  Because  it  is  being 
performed  with  increasing  frequency,  it  is 
important  for  all  clinicians  to  have  an  under- 
standing of  the  patients  who  should  be 
considered  for  this  procedure.  This  report 
details  the  clinical  indications  and  results  of  14 
cases  done  in  Nebraska.  Table  I summarizes 
these  cases  in  a form  used  by  Sundt.2 


Clinical  symptomatology. 

The  patients  all  have  evidence  of  cerebral 
ischemia,  usually  manifested  by  some  form  of 
transient  ischemic  attack  (TIA).  This  may  take 
the  form  of  amaurosis  fugax  due  to  retinal 
ischemia  in  the  eye  ipsilateral  to  the  stenosis 
or  obstruction.  Transient  numbness  or  weak- 
ness in  the  upper  extremity  or  face  may  be 
described  when  the  obstruction  or  stenosis  is 
contralateral  to  the  part.  Patients  may  describe 
transient  dysphasia  if  the  lesion  is  in  the 
carotid  system  of  the  dominant  cerebral 
hemisphere. 
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Some  patients  have  orthostatic  cerebral 
ischemia,  describing  dizziness  or  even  syncope 
on  standing.  These  symptoms  should  be 
differentiated  from  systemic  orthostatic  hypo- 
tension, in  which  the  systemic  blood  pressure 
decreases  when  the  patient  stands.  Some 
patients  may  have  had  a small  completed 
stroke  and  yet  continue  to  have  further  TIAs. 
Most  patients  with  massive  completed  strokes 
are  not  good  candidates  for  this  procedure. 

Angiographic  findings. 

Those  patients  with  ulceration  or  stenosis  of 
the  internal  carotid  artery  at  the  origin  of  the 
internal  carotid  artery  are  best  treated  bv 
endarterectomy.  If  there  is  total  occlusion  (Fig 
1)  or  distal  stenosis  of  the  internal  carotid 
artery,  or  if  there  is  stenosis  or  occlusion  of  the 
middle  cerebral  artery,  endarterectomy  has  no 
value  in  most  cases.  However,  these  patients 
may  benefit  greatly  from  the  bypass  proce- 
dure. Some  patients  may  have  occlusion  or 
stenosis  of  major  vessels  bilaterally.  This 
latter  group  of  patients  often  presents  with 
orthostatic  cerebral  ischemia. 
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Table  1.  Clinical  Summary 


Case 

Age; 

Sex 

Date 

Vascular 

Pathology* 

Preoperative 
Clinical  Symptoms 

1. 

50;M 

2/27/78 

ICA 

occlusion 

Frequent  TIAs; 
small  stroke 

2. 

73;M 

11/8/78 

MCA 

stenosis 

Frequent  TIAs 

3. 

61;F 

11/24/78 

ICA 

occlusion 

Several  TIAs 

4. 

67;M 

12/12/78 

ICA 

occlusion 

Progressing  stroke; 
severe  hemiparesis 

5. 

58;F 

12/17/78 

ICA  distal 
stenosis 

Frequent  TIAs 

6. 

32;F 

3/12/79 

ICA  distal 
stenosis 

Progressing  stroke; 
severe  hemiparesis 

7. 

53;M 

5/8/79 

ICA 

occlusion 

Previous  stroke; 
retinal  ischemia 

8. 

57;M 

6/8/79 

Bilateral  ICA 
occlusion 

“Blackouts”  with 
loss  of  consciousness 

9. 

59;M 

8/13/79 

ICA  distal 
stenosis 

Progressing  stroke; 
moderate  hemiparesis 

10. 

73;M 

8/29/79 

ICA 

occlusion 

Frequent  TIAs 

11. 

66;M 

10/29/79 

ICA 

occlusion 

Frequent  TIAs 

12. 

63;M 

11/9/79 

ICA 

occlusion 

Frequent  TIAs; 
small  stroke 

13. 

52;M 

1/4/80 

MCA 

occlusion 

Stuttering  stroke; 
left  hemiparesis 

14. 

54;M  4/29/80 

(same  patient 
as  case  7 but 
other  side) 

ICA  stenosis 
on  one  side 
and  occlusion 
other  side 

Repeated  “dizziness’ 
on  standing 

Anastomosis 

Patent 

Clinical 

Result 

Comment 

Yes 

Excellent 

TIAs  stopped;  returned  to  work 

Yes 

Excellent 

TIAs  stopped;  worked  part-time 
as  farmer 

Yes 

Excellent 

TIAs  stopped;  no  neurologic 
deficit 

Not 

studied 

No  change 

Condition  unchanged  after 
surgery 

Yes 

Excellent 

TIAs  stopped;  no  neurologic 
deficit 

Yes 

No  change 

Condition  unchanged  after 
surgery 

Yes 

Fair 

Initially  vision  improved; 
later  vitreous  hemorrhage 
decreased  vision 

Yes 

Excellent 

Persistent  headaches;  no  focal 
deficit;  returned  to  work 

Yes 

Good 

Carotid  stenosis  progressed 
to  complete  occlusion; 
progressive  improvement 

Yes 

Excellent 

TIAs  stopped;  returned  to  work 

Not 

Died  after 

Autopsy  showed  generalized 

studied 

cardiac  arrest 

atherosclerosis  and  severe 
coronary  artery  disease 

Yes 

Excellent 

TIAs  stopped;  returned  to  work 

Yes 

Excellent 

Slow  improvement  of  hemiparesis; 
returned  to  work 

Not 

studied 

Excellent 

TIAs  greatly  reduced  in 

frequency;  deficit  unchanged 

* ICA  = Internal  Carotid  Artery;  MCA  = Middle  Cerebral  Artery 


Surgical  results. 

Patent  anastomoses  were  demonstrated  in 
all  11  cases  in  which  postoperative  angiog- 
raphy was  done  (Fig  2).  Symptoms  of  ischemia 
were  stopped  or  at  least  greatly  reduced  in  1 1 
of  the  patients.  In  the  two  cases  which  had  poor 
results,  the  indication  for  the  surgery  was  a 
progressing  stroke.  There  was  one  death, 
apparently,  as  a result  of  severe  coronary  artery 
disease.  No  patients  had  increased  neurologic 
deficit. 

Discussion. 

The  best  indication  for  the  bypass  pro- 
cedure appears  to  be  cerebral  ischemic  symp- 
toms in  which  little  or  no  cerebral  infarction 
has  actually  occurred.  We  believe  that  the 
patients  whose  TIAs  were  stopped  or  greatly 
reduced  have  greatly  reduced  odds  for  cerebral 
infarction.  Three  of  these  cases  were  done  for 


progressing  stroke.  If  the  surgeon  operates 
early  enough  in  these  cases,  a good  result  may 
be  possible,  but  in  2 of  these  3 patients, 
irreversible  brain  damage  had  already  been 
done.3 


Conclusions. 

There  have  been  good  results  of  bypass 
surgery  in  several  Nebraska  centers.  Patients 
who  have  cerebral  ischemic  symptoms  and  an 
angiographically  proven  lesion  which  cannot 
be  repaired  by  carotid  endarterectomy  are 
candidates  for  this  procedure.  Patients  should 
be  considered  for  this  procedure  before  a 
massive  cerebral  infarct  occurs. 
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Figure  2.  Postoperative  angiogram  from  ease  #3 
shows  that  the  superficial  temporal  artery  (A)  has 
enlarged  somewhat.  The  actual  anastomotic  site  is 
at  B and  branches  of  the  middle  cerebral  arterv  are 
at  C. 


Figure  1.  Preoperative  angiogram  from  case  #3 
shows  complete  occlusion  of  internal  carotid  artery 
at  its  origin.  Although  no  intracranial  vessels  fill, 
the  superficial  temporal  artery  is  a fairly  generous 
size  at  A. 
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Next  on  the  Agenda: 
Drug  Regulatory  Reform 


SOME  of  you  may  not  be  familiar 
with  a rare  disease  called 
subacute  sclerosing  panen- 
cephalitis of  SSPE.  It  is  an  effective  killer 
which  mainly  strikes  children.  Each  year  150 
to  200  people  die  from  the  degenerative 
effects  of  the  disease. 

There  is  also  a new  antiviral  drug  to  combat 
SSPE.  The  drug,  called  isoprinosine,  manu- 
factured by  Newport  Pharmaceuticals  Inter- 
national of  Newport  Beach,  California.  Iso- 
prinosine has  been  found  to  arrest  the 
degenerative  effects  in  victims  of  SSPE  in  75 
percent  of  the  cases  and  may,  in  fact,  save  the 
lives  of  most.  The  drug  is  already  used  in 
England,  France,  West  Germany,  Italy  and  30 
other  countries. 

Yet,  the  Food  and  Drug  Administration  has 
been  dragging  its  feet  on  approving  isoprino- 
sine. Originally,  FDA  refused  to  consider  a new 
drug  application  until  a “double  blind”  study 
had  been  undertaken.  Such  a study  would 
require  that  one  group  of  patients  receive  the 
drug,  while  a control  group  received  a placebo. 
Such  a test  raises  basic  moral  questions, 
principally:  How  can  the  FDA  condemn 
children  in  the  control  group  to  die  when  they 
otherwise  could  be  saved? 

Under  pressure,  the  FDA  apparently  has 
modified  its  position  and  insists  only  on 
controlled  studies  that  do  not  involve  pla- 
cebos. However,  the  agency  is  still  moving  very 
slowly.  This  is  in  spite  of  findings  by  its  own 
advisory  committee,  which  recommended  that 
the  drug  be  approved  after  appropriate  review. 

The  case  of  isoprinosine  illustrates  the  need 
for  regulatory  reform.  The  pharmaceutical 
industry  was  in  its  infancy  when  the  regulatory 
framework  governing  drugs  was  first  estab- 
lished. Though  that  law  underwent  significant 
revision  in  1962,  most  of  the  original  regula- 
tory structure  remains.  Medical  advancements 
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and  rapid  developments  in  the  drug  industry 
have  left  the  regulatory  structure  badly  out- 
dated and  even  counterproductive. 

A number  of  basic  issues  now  confront 
lawmakers.  Above  all,  consumers  must  be 
assured  of  the  effectiveness  and  safety  of  every 
drug  on  the  market.  A balance  must  be 
achieved  between  maintaining  the  highest 
safety  standards  and  accelerating  the  drug 
approval  process.  At  the  same  time,  lawmakers 
must  be  mindful  of  devising  and  retaining 
incentives  so  that  the  drug  industry  carries  on 
vital  research  and  development. 

I’ve  been  told  that  the  medical  community 
can  expect  the  next  Congress  to  tackle  drug 
regulatory  reform  as  one  of  its  top  priorities, 
but  perhaps  you’ve  heard  that  before.  Cer- 
tainly reform  is  overdue.  The  House  has  laid 
the  groundwork  for  that  task  by  holding  a 
series  of  related  hearings  at  the  subcommittee 
level.  While  the  Senate,  guided  by  Senator 
Kennedy,  has  passed  a major  drug  reform 
package,  the  outlook  for  the  coming  year  is 
uncertain.  No  clear  forecast  has  been  made  as 
to  whether  Senator  Kennedy’s  bill  will  be 
reintroduced  largely  intact. 

At  this  point,  no  drug  reform  measure  is 
expected  to  be  drafted  on  the  House  side  in 
the  few  remaining  days  of  this  session.  The 
97th  Congress  undoubtedly  will  hold  hearings 
as  reform  legislation  takes  shape. 

I hope  Nebraska  physicians  will  let  me  know 
their  concerns  regarding  regulatory  reform.  As 
I formulate  my  own  views,  I want  to  know  what 
professionals  in  the  1st  Congressional  District 
and  throughout  Nebraska  are  thinking.  My 
address  is:  1314  Longworth  Building,  Wash- 
ington, DC  20515. 
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Down  Memory 

1.  The  number  of  deaths  due  to  appendi- 
citis in  1900  was  9.7  per  100,000  population. 
In  1910  it  had  risen  to  11.4  deaths  per 
100,000;  in  1920  to  13.4  deaths,  and  in  1927  it 
had  reached  the  startling  figure  of  15  deaths 
per  100,000  population.  This  means  the 
number  of  deaths  from  appendicitis  in  the 
United  States  had  increased  from  1900  to 
1927  by  54.6  per  cent. 

2.  The  death  rate  from  pneumonia  is  still 
from  10%  to  25%. 

3.  Sodium  amytal  in  conjunction  with  ether 
or  gas  is  an  excellent  anaesthetic. 

4.  To  derive  the  most  benefit  from  an 
electrocardiogram  one  should  avoid  the  temp- 
tation to  read  too  much  into  it. 

In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Schutz,  John  S.,  M.D.,  born  November  27, 
1921,  died  November  8,  1980,  University  of 
Nebraska  College  of  Medicine,  graduated 
1951,  practiced  in  Tecumseh,  Nebraska, 
NMA  and  AMA  member. 


Between  Cases 

Lines  I Like. 

Nobody  else  has  complained. 

My  Law. 

It’s  always  darkest  before  it’s  pitch  black. 

Definitions. 

Medicine:  a stone  flung  down  the  Bowery  to 
kill  a dog  in  Broadway. 

Bierce. 

The  Patient. 

Ruptured  hernia. 


Lane 

5.  The  service  of  a surgeon  or  physician 
cannot  be  required  as  a matter  of  charity. 

6.  It  is  stated  on  authority  that  Nebraska  is 
the  sixth  state  in  per  capita  wealth. 

7.  It  is  true  there  are  unscrupulous  men 
who  will  give  testimony  as  required  and  against 
their  better  knowledge,  but  in  justice  to  the 
medical  profession  it  must  be  stated  that  they 
are  the  exception. 

8.  The  goitre  heart,  which  is  compensating, 
has,  as  a rule,  a systolic  reading  higher  than 
normal. 
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The  Law. 

Do  lawyers  hope  to  meet  their  Maker  face  to 
face  when  they  have  passed  the  bar? 

Section  On  Long  Sentences  & Anatomy. 

The  patient  had  some  difficulty  with  hem- 
orrhoids and  was  treated  with  hemorrhoid 
suppositories  and  with  Auralgan  to  clean  out 
his  ear  canals. 

RR,  JD. 

Meetings  & Greetings. 

“O.K.”  he  said.  I won't  shake  hands  if  you 


42  Nebraska  Medical  Journal  February  1981 


don’t  want  to.  I’m  trying  to  cut  it  out  myself. 
Feral,  by  Berton  Rouche. 

On  TV. 

We’ve  lost  all  our  travelers  checks. 

Here’s  how  to  order. 

Candidates  For  The  Most  Beautiful 
Lines  In  Literature. 

See  the  leaves  fall. 

In  His  will  is  our  peace. 

Who  said  them? 

On  Health. 

There  is  a wisdom  in  this;  beyond  the  rules 
of  physic:  a man’s  own  observation,  what  he 
finds  good  of,  and  what  he  finds  hurt  of,  is 
the  best  physic  to  preserve  health. 

Bacon. 


The  Letter  Box 

Dear  Dr.  Cole: 

I read  your  editorials  “Put  Me  To  Sleep” 
and  “The  Slow  Surgeon”  and  had  a thought. 
As  you  point  out,  surgical  anesthesia  is  not 
merely  sleep.  Perhaps  we  should  not  refer  to  it 
as  sleep.  Sleep  is  great,  something  to  be 
enjoyed  when  possible.  Anesthesia  is  narcosis, 
an  abnormal  state.  It  doesn’t  leave  one 
refreshed.  Calling  anesthesia  “sleep”  probably 
would  not  stimulate  the  surgeon  to  great  haste 
as  much  as  referring  to  it  as  drug  coma.  Of 
course,  I know  language  is  difficult  to  change 
by  decree.  If  I had  the  power,  my  first  move 
would  be  to  outlaw  “sontimeter.” 

Sincerely  yours, 

Ronald  E.  Waggener,  M.D. 

To  the  Editor: 

The  National  Center  for  Health  Care  Tech- 
nology, in  collaboration  with  the  National 
Heart,  Lung,  and  Blood  Institute,  is  sponsoring 
a technology  assessment  forum  to  discuss  the 
key  economic,  ethical,  and  social  issues  related 
to  coronary  artery  bypass  surgery,  to  be  held 
April  21-23,  1981  at  the  Sheraton  Washington 
Hotel,  Washington,  D.C. 

We  would  appreciate  your  publishing  a 


Political  Announcements  And  Book  Cover 
Remarks  That  Leave  Me  Cold. 

He  is  married  and  has  three  daughters. 

He  is  living  quietly  in  New  York. 

Not  if  he  has  three  daughters. 

I am  living  quietly  in  Nebraska.  It’s  the 
only  way. 

Words  I Can  Do  Without. 

Creme,  geriatric  set,  doublespeak,  inner  city, 
consciousization,  seminal. 

Read  It  When  You  Get  Your  Boards. 

We  used  to  call  a fellow  a derned  crank  that 
devoted  all  his  time  and  attention  to  one 
thing,  but  today  he  is  a specialist. 

Kin  Hubbard. 

F.C. 


complimentary  notice  of  this  conference  in 
your  publication  at  the  earliest  possible  date. 
Details  of  the  conference  appear  in  the 
attached  announcement. 

Sincerely, 

Constance  C.  Barton 

Public  Information  Officer 

National  Center  for  Health  Care  Technology 

5600  Fishers  Lane,  Room  17A-29 

To  the  Editor: 

The  Nebraska  Chapter  of  the  American 
Academy  of  Family  Physicians  will  hold  their 
33rd  Annual  Scientific  Assembly  as  follows: 
March  27-29,  1981 
22  hours  of  Prescribed  Credit 

For  more  information  contact: 

Phyllis  Hansen,  Executive  Secretary 
Nebraska  Academy  of  Family  Physicians 
8258  Hascall  Street 
Omaha,  Nebraska  68124 
Phone:  (402)  391-1441 

Thank  you. 

Very  truly  yours, 

Phyllis  Hansen 
Executive  Secretary 
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Welcome  New  Members 


Loren  L.  Faaborg,  M.D. 
4009  Avenue  B 
Scottsbluff,  NE  68361 

John  0.  Milligan,  M.D. 
1835  E.  Military 
Fremont,  NE  68025 

Devainder  Goli,  M.D. 
Genoa,  NE  68640 

Ansar  Kahn,  M.D. 

450  E.  23rd 
Fremont,  NE  68025 


Elizabeth  P.  Rapier,  M.D. 
715  No.  St.  Joseph 
Hastings,  NE  68901 

Roger  Jensen,  M.D. 

1835  E.  Military 
Fremont,  NE  68025 

William  J.  Bailey,  M.D. 
Seward,  NE  68434 

Milton  Zadina,  M.D. 

Newman  Grove,  NE  68758 


Picture 


Gallery 


NMA  1980  Fall  Session 


House  of  Delegates  Reference  Committee 


House  of  Delegates  Reference  Committee 


House  of  Delegates  Reference  Committee 


House  of  Delegates  Reference  Committee 
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Picture  Gallery 


House  of  Delegates  Reference  Committee 


Doctor  C.  Lee  Retelsdorf  presenting  reference  com- 
mittee report 


Doctor  James  H.  Dunlap  presenting  reference  com- 
mittee report 


I 

Doctor  Kenton  L.  Shaffer  presenting  reference 
committee  report 


NMA  1980  Fall  Session 


Doctor  Fred  J.  Rutt  presenting  reference  committee 
report 


Doctor  Stanley  M.  Truhlsen  presenting  reference 
committee  report 


Doctor  James  S.  Carson  presenting  reference  com- 
mittee report 


Doctors  Landgraf,  Gorthey,  Wilson  and  McFadden 
meeting  with  Mary  McGrath  of  the  Omaha  World  Herald 
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WashingtoN otes 


Transition,  and  the  new  team. 

The  Reagan  Administration  formally  takes 
over  the  reins  of  office  with  high  hopes  for 
ameliorating  the  nation’s  problems  at  home 
and  abroad  but  with  no  illusions  that  the  job 
will  be  easy.  The  new  Congress,  its  ranks 
swelled  with  conservatives,  met  for  the  first 
time  with  its  leaders  pledging  their  best  efforts 
to  help  Reagan  carry  out  his  legislative 
programs. 

One  of  the  first  orders  of  business  was 
confirmation  of  Reagan’s  cabinet  appoint- 
ments, including  that  of  former  Sen.  Richard 
Schweiker  (R.,  Pa.)  to  be  Secretary  of  the 
Health  and  Human  Services  (HHS)  Depart- 
ment. 

Congress  faces  a heavy  agenda  on  health. 

Whether  national  health  insurance  will  be 
seriously  considered  depends  whether  the 
Reagan  Administration  chooses  to  push  some 
plan  such  as  “pro-competition”  or 
catastrophic,  both  of  which  were  cited  favorably 
during  the  campaign. 

Administration  plans  to  deregulate  aspects 
of  health,  to  make  economies,  and  possibly  to 
eliminate  some  programs  appear  to  be  in  the 
works. 

Many  major  health  programs  are  due  to 
expire  in  the  new  two  years  and  must  be  re- 
authorized by  Congress.  This  affords  the 
Administration  a timely  opportunity  to  request 
major  changes  in  them. 

The  list  of  programs  requiring  congres- 
sional action  includes  Health  Services  Re- 
search, Statistics  and  Technology;  Grants  to 
States  for  Health  Services;  Primary  Health 
Centers;  National  Health  Service  Corps;  Home 
Health  Services;  Primary  Care  Research  and 
Demonstration  Projects;  Medical  Libraries; 
National  Research  Institutes;  Health  Research 
and  Teaching  Facilities  and  Training  of  Pro- 
fessional Health  Personnel;  Student  Assist- 
ance; Capitation  Grants  to  Schools  of  Medi- 
cine, etc.;  Nurse  Training;  Family  Planning; 
Genetic  Diseases;  Sudden  Infant  Death  Syn- 
drome; Hemophilia;  Health  Maintenance  Or- 
ganizations; Health  Planning;  Health  Re- 


sources Development;  Health  Information  and 
Health  Promotion;  President’s  Commission  on 
Ethics  and  Research;  Developmental  Dis- 
abilities Protection  and  Alcohol  and  Drug 
Abuse  Programs. 

The  last  Congress  failed  to  act  on  important 
bills  that  carry  over  into  the  new  session.  The 
HHS  Department  appropriations  measure  and 
aid-for-medical-education  are  the  two  major 
bills  in  this  category.  The  Child  Health 
Assurance  bill,  a priority  of  the  Carter 
Administration,  may  be  put  on  the  shelf  in  the 
new  Congress,  though  there  is  still  substantial 
support.  The  Hospital  Cost  Containment  bill  is 
beyond  salvage. 

The  medical  education  bill  may  face  rough 
scrutiny.  Both  House  and  Senate  last  year 
approved  measures  reducing  capitation  aid  for 
medical  schools,  but  they  could  not  agree  on 
specifics. 

Health  Maintenance  Organizations  are  wor- 
ried that  their  allotments  from  the  government 
will  be  pared.  The  National  Health  Service 
Corps  comes  under  a HHS  Secretary  in 
Schweiker  who  has  been  very  critical  of  its 
growth.  The  Health  Planning  bill  awaits 
formidable  conservative  opposition. 

The  new  membership  of  the  two  major 
Senate  health  committees  was  formed.  The 
Republicans  hold  a two-seat  edge  on  both 
groups  — Senate  Finance  and  Senate  Labor 
and  Human  Resources. 

Sen.  Edward  Kennedy  (D.,Mass.)  chose  to 
become  the  ranking  minority  member  of  the 
Human  Resources  Committee  rather  than  of 
the  Senate  Judiciary  Committee,  giving  Ken- 
nedy a forum  from  which  to  lead  the  opposition 
on  health  affairs.  Sen.  Harrison  Williams 
(D.,N.J.),  former  chairman  of  the  committee, 
chose  to  be  the  top  Democrat  on  another 
committee. 

Here  is  the  membership  of  the  two  commit- 
tees that  guide  most  health  legislation  in  the 
Senate: 

SENATE  FINANCE 
Republicans 

Robert  Dole  (Kans.) 
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Bob  Packwood  (Ore.) 

William  Roth  (Dela.) 

John  Danforth  (Mo.) 

John  Chafee  (R.I.) 

John  Heinz  (Pa.) 

Malcolm  Wallop  (Wyo.) 

David  Durenberger  (Minn.) 

William  Armstrong  (Colo.) 

Steven  Symms  (Idaho) 

Charles  Grassley  (Iowa) 

Democrats 

Russell  Long  (La.) 

Harry  Byrd  (Va.) 

Lloyd  Bentsen  (Texas) 

Spark  Matsunaga  (Hawaii) 

Daniel  Moynihan  (N.Y.) 

Max  Baucus  (Mont.) 

David  Boren  (Okla.) 

Bill  Bradley  (N.J.) 

George  Mitchell  (Maine) 

SENATE  LABOR  AND 
HUMAN  RESOURCES 
Republicans 
Orrin  Hatch  (Utah) 

Robert  Stafford  (Vt.) 

Gordon  Humphrey  (N.H.) 

Dan  Quayle  (Ind.) 

Don  Nickles  (Okla.) 

Jeremiah  Denton  (Ala.) 

Paula  Hawkins  (Fla.) 

Lowell  Weicker  (Conn.) 

John  East  (N.C.) 

Democrats 

Edward  Kennedy  (Mass.) 

Harrison  Williams  (N.J.) 

Jennings  Randolph  (W.Va.) 

Claiborne  Pell  (R.I.) 

Thomas  Eagleton  (Mo.) 

Donald  Riegle  (Mich.) 

Howard  Metzenbaum  (Ohio) 

On  the  House  side,  Rep.  Dan  Rostenkowski 
(D.,111.)  assumes  the  chairmanship  of  the 
House  Ways  and  Means  Committee  in  the  next 
Congress  rather  than  take  a leadership  Whip 
post.  Present  chairman  A1  Ullman  (D.,Ore.) 
was  defeated  for  reelection. 

Schweiker  nominated  to  head  HHS. 

The  nomination  of  former  Sen.  Richard 
Schweiker  (R.,Pa.)  to  be  Secretary  of  Health 
and  Human  Services  (HHS)  bring  to  the  post  a 
man  widely  versed  in  health  affairs. 


The  54-year-old  Schweiker,  who  had  an- 
nounced last  year  that  he  would  not  seek  re- 
election  to  the  Senate,  was  the  front  runner 
from  the  start  in  speculation  about  the  HHS 
post.  Schweiker  has  been  a close  friend  of 
Reagan’s  since  he  agreed  to  be  his  vice 
presidential  running  mate  in  event  Reagan  had 
captured  the  GOP  nomination  four  years  ago. 

As  ranking  Republican  member  on  the 
Senate  Labor  and  Human  Resources  Com- 
mittee and  on  its  Health  subcommittee, 
Schweiker  has  an  extensive  knowledge  of 
health  legislation  and  of  the  Federal  health 
structure. 

Schweiker  has  expressed  strong  convictions 
about  certain  aspects  of  health,  notably 
reservations  about  the  extent  of  aid  for 
medical  education  and  for  the  National  Health 
Service  Corps. 

In  an  interview  last  summer,  Schweiker  said 
a Reagan  Administration  will  not  endorse 
national  health  insurance  or  hospital  cost 
containment  and  will  move  to  deregulate. 

Schweiker  is  the  author  of  a procompetition 
plan  that  would  eliminate  most  of  the  present 
tax  deductions  for  private  health  insurance  in 
an  effort  to  encourage  most  cost-consciousness 
by  business  and  consumers. 

“You  certainly  will  see  a stop  to  the  rush  to 
federalize  things,”  Schweiker  said.  But  he 
cautioned  that  reversing  the  trend  will  take 
time.  “There  is  so  much  momentum  that  it  will 
take  acts  of  Congress  to  repeal  some  pro- 
grams,”, he  said. 

Federal  involvement  in  health  has  not 
produced  solutions  to  the  nation’s  health 
problems,  he  said.  “We  are  cautious  and 
skeptical  about  involving  the  government 
further.  In  fact,  we  are  looking  at  ways  to 
disinvolve  the  government.” 

The  senator  said  Health  Maintenance  Or- 
ganizations should  have  their  “full  day  in  the 
sun,”  but  “we  should  not  build  upon  a system 
that  favors  one  mode  of  competition  over 
another.” 

As  for  medical  schools,  he  said  “we  must  give 
them  protection  if  we  step  on  the  brakes.  We 
can't  leave  the  institutions  high  and  dry.” 

Schweiker  said  the  organizational  structure 
at  HHS  is  haphazard  and  suggested  there 
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would  be  moves  to  get  the  “health  components 
working  together.” 

Commenting  on  the  National  Health  Service 
Corps,  Schweiker  said  “federal  support  on  the 
current  scale  will  slow  permanent  solutions  to 
physician  maldistribution.” 

The  procompetition  health  plan. 

The  nominations  of  Schweiker  to  be  HHS 
Secretary  and  of  former  Rep.  Dave  Stockman 
(R.,Mich.)  to  be  Director  of  the  Office  of 
Management  and  Budget  brought  to  the 
cabinet  two  proponents  of  the  so-called  pro- 
competition health  plan. 

Procompetition  measures  remove  the  current 
federal  tax  subsidy  for  purchase  of  private 
health  insurance.  People  would  receive  tax- 
free  rebates  when  they  choose  plans  costing 
less  than  a set  amount  of  premiums.  High 
deductibles  and  co-insurance  are  encouraged. 
Most  such  bills  before  Congress  include  a 
catastrophic  benefit  as  a requirement  for 
private  insurors.  The  intent  is  to  foster 
competition  among  insurors  to  produce  in- 
novation and  efficiency  and  to  reduce  w:aste. 
Much  of  the  present  regulatory  apparatus 
would  be  stripped  away,  including  Professional 
Standards  Review  Organizations  (PSROs)  and 
health  planning. 

One  of  the  major  bills  before  the  House  was 
sponsored  by  Stockman  and  Rep.  Richard 
Gephardt  (D..Mo.).  Sen.  David  Durenberger 
(R.,Minn.),  who  may  be  chairman  of  the  Senate 
Finance  Subcommittee  on  Health,  is  a pro- 
competition backer. 

Changes  at  HHS. 

The  HHS  Department  is  anticipating 
changes  with  the  new'  Administration.  The 
agency  foresees  wide  organizational  shifts.  The 
Reagan  team  has  been  considering  proposals 
to  bring  education  back  into  the  agency, 
undoing  the  brand  new  Education  Department 
that  was  created  by  President  Carter.  Signifi- 
cant changes  appear  inevitable  at  the  Health 
Care  Financing  Administration  (HCFA)  which 
runs  Medicare  and  Medicaid.  There  is  senti- 
ment for  creation  of  a cabinet-level  Health 
Department.  A stronger  policy  role  is  in  the 
works  for  the  Public  Health  Service  (PHS). 


Former  HHS  Secretary  Patricia  Harris 
proposed  a new  structure  consisting  of  two 
HHS  Under  Secretaries,  one  for  health,  the 
other  for  Social  Security.  This  would  help 
solve  problems  created  by  the  present  awk- 
ward arrangement  under  which  HCFA,  con- 
trolling the  two  largest  federal  health  pro- 
grams, is  separate  from  the  Public  Health 
Service.  Harris  proposes  that  HCFA  report  to 
the  Health  Under  Secretary. 

Changes  in  M&M. 

Scores  of  changes  were  made  in  the  Medi- 
care and  Medicaid  programs  as  a result  of  the 
passage  of  the  Budget  Reconciliation  bill  late 
in  the  Congressional  lame  duck  session. 

Most  of  the  controversial  provisions  af- 
fecting the  medical  profession  were  dropped 
from  the  bill  as  were  the  sweeping  changes  in 
hospital  reimbursement  that  had  been  ap- 
proved by  the  Senate. 

Here  are  some  of  the  major  provisions  that 
were  enacted: 

*Professional  Standards  Review’  Organiza- 
tions — No  PSRO  will  be  required  to  make 
records  available  pursuant  to  a Freedom  of 
Information  Act  request  until  one  year  after 
the  entry  of  a final  Court  order  requiring  such 
disclosure. 

*Home  Health  — Unlimited  home  health 
care  benefits  would  be  made  available  under 
both  Parts  A and  B;  the  three-day  prior 
hospitalization  requirement  would  be  elimi- 
nated; the  $60.00  deductible  under  Part  B 
w'ould  be  waived;  occupational  therapy  w'ould 
be  added  as  a benefit  criteria,  and  the  State 
licensing  requirement  would  be  waived. 

*Alcohol  — Medicare  will  reimburse  for 
inpatient  alcohol  detoxification  services  in 
freestanding  facilities  meeting  health  and 
safety  standards. 

*Tests  — Diagnostic  tests  performed  on  an 
outpatient  basis  in  the  Outpatient  Department 
of  a hospital  or  a physician’s  office  within 
seven  days  of  a patient's  admission  to  the 
hospital  would  be  reimbursed  in  full. 

*Rehabilitation  — Permits  reimbursement 
under  Medicare  for  comprehensive  outpatient 
rehabilitation  facilities  under  Part  B based  on 
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the  costs  incurred  in  furnishing  covered 
services,  including:  physicians’  services,  nurs- 
ing care,  physical  therapy,  occupational  ther- 
apy, speech  pathology,  respiratory  therapy, 
social  and  psychological  services,  prosthetic 
devices,  drugs  and  biologicals,  supplies,  ap- 
pliances, equipment,  and  other  items  which  are 
necessary  for  the  rehabilitation  of  the  patient, 

*Outpatient  Surgery  — Medicare  reim- 
bursement is  authorized  for  the  facility  cost  of 
ambulatory  surgical  centers  where  the  ambula- 
tory surgical  center  has  agreed  to  accept 
assignment.  This  reimbursement  would  be 
available  in  situations  where  the  center  per- 
formed certain  procedures  that  are  considered 
“safe”  and  “appropriate”  in  an  outpatient 
setting.  The  physician’s  reasonable  charge  for 
performing  the  procedures  would  be  reim- 
bursed at  100%,  providing  the  physician  also 
agrees  to  accept  assignment.  A physician  who 
accepts  assignment  will  receive  additional 
Medicare  reimbursement  for  performing  certain 
listed  surgical  procedures  in  his  or  her  office. 

*Optometrists  — Coverage  for  optometrists’ 
services  to  aphakic  patients  will  be  provided 
under  Medicare.  A study  will  be  conducted  to 
determine  whether  Medicare  should  reim- 
burse optometrist  services  to  cataract  patients. 

*Radiologist  and  Pathologists  — The  special 
100%  reimbursement  with  no  deductible,  for 
services  to  hospital  inpatients  by  radiologists 


and  pathologists  would  be  limited  to  those  who 
agree  to  accept  assignment  for  all  services 
furnished  to  hospital  inpatients. 

*Teaching  Hospitals  — Alternate  forms  of 
reimbursement  for  professional  services  ren- 
dered by  physicians  in  teaching  hospitals  are 
provided.  Hospitals  having  approved  teaching 
programs  may  elect  to  be  paid  for  the  services 
of  those  programs  on  a reasonable  cost  basis 
providing  that  all  physicians  involved  in  the 
teaching  program  elect  to  be  paid  on  such  a 
basis.  Alternatively,  physicians  could  elect  to 
receive  reimbursement  on  the  basis  of  reason- 
able charges  under  Part  B if  conditions  are 
met. 

*Rural  Hospitals  — The  HHS  Secretary 
would  be  authorized  to  apply  Medicare  stan- 
dards to  rural  hospitals  in  a flexible  manner  to 
take  into  account  the  availability  of  qualified 
personnel,  etc. 

*Transfer  for  Skilled  Nursing  Facility  Cov- 
erage — The  14-day  period  within  which  a 
Medicare  beneficiary  must  be  transferred  from 
a hospital  to  a skilled  nursing  facility  in  order 
to  qualify  for  post-hospital  extended  care 
benefits  would  be  extended  to  thirty  days. 

*Clinical  Labs  — Payment  for  laboratory 
services  will  be  limited  to  the  lower  of  the 
laboratory’s  reasonable  charge,  or  the  actual 
amount  billed  by  the  physician  plus  a nominal 
fee  to  cover  his  or  her  costs. 
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" IT'S  A GREAT  IDEA  BUT  HE  INSISTS  ON 

taking  A MEDICAL  history.'1 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 
Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 


Modern  medical  practice  has  become  a com 
plex  and  time  consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon 
sibilities  to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max 
imum  time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali 
zation  at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  (call  collect):  Capt.  Archie  Summerlin 
116  South  42nd  Street,  Omaha,  NE 
(402)  221-4319 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 

A great  way  of  life 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


0NLEY  MEDICAL 

SUPPLY  COMPANY 


2425  "O"  St  , Lincoln,  Nebraska  68510 
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Books 

Reviewed 


Findings  in  CT;  by  Harry  Wiener,  M.D.;  235  pages;  hard 
cover  $14.50;  published  1979  by  Pfizer  Inc.,  New  York. 

This  book  tells  you  about  the  advantage  and  cost  of 
computed  tomography.  It  is  not,  therefore,  a textbook  of 
CT.  I should  have  liked  pictures,  but  it  is  not  that  kind  of  a 
book.  There  is  an  index,  and  there  are  335  references,  and 
they  are  fortunately  numbered. 

F.C. 


Review  of  medical  pharmacology;  by  Frederick  H. 
Meyers,  M.D.,  Ernest  Jawetz,  M.D.,  and  Alan  Goldfien, 
M.D.;  747  pages;  limp  cover  $17.50;  published  1980  by 
Lange  Medical  Publications,  Los  Altos,  California  94022. 

This  book  came  out  in  1968  and  is  now  in  its  7th 
edition.  It  discusses  drugs  generally;  and  autonomic 
cardiovascular,  central  nervous  system,  systemic,  and 
endocrine  drugs  in  different  chapters.  There  is  also  a 
section  on  agents  used  in  the  treatment  of  nutritional  and 
metabolic  derangements,  and  another  on  toxicology.  I 
counted  6 more  authors  besides  the  3 listed  on  the  cover. 

There  are  many  references,  unnumbered;  and  tables, 
figures,  and  a good  index.  If  you  want  a pharmacology  for 
the  cost  of  dinner-for-two,  this  is  just  fine.  It  is  more  than 
a review,  with  all  those  pages,  and  if  it  helps  you  in  only 
one  case,  and  it  may,  it  is  cheap. 

F.C. 


Received 

Microbial  diseases,  notes,  reports,  summaries, 
trends;  compiled  by  Carl  W.  May;  322  pages,  $7.95 
paperback,  $14.00  hardcover;  published  1980  by  William 
Kaufmann,  Inc.,  One  First  Street,  Los  Altos,  California 
94022. 

Human  growth  and  development;  by  Frank  Wesley 
Ph.D.  and  Edith  Sullivan,  Ph.D.;  263  pages;  paperback 
$8.95;  published  1980  by  Human  Sciences  Press,  72 
Fifth  Avenue,  New  York,  N.Y.  10011. 

The  young  child  as  person;  by  Martha  Snyder,  M.A., 
Ross  Snyder,  D.D.,  and  Ross  Snyder,  Jr.,  M.D.;  239 
pages;  hard  cover  $16.95;  published  1980  by  Human 
Sciences  Press,  72  Fifth  Avenue,  New  York,  N.Y.  10011. 
There  is  a nice  note  (”a  very  sensitive  and  useful  book”) 
by  Carl  Rogers. 

F.C. 
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'Data  on  file  Parke-Davis  Marketing  Research  Dept. 
"Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 
The  National  Prescription  Audit.  IMS  America  Ltd.. 


September  1980. 
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TUCKS*  Pre-  Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOLHC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg:  bismuth  subgallate.  225%;  bismuth  resorcin  compound, 

I. 75%:  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%:  also  contains  the  following  inactive  ingredients;  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear 
ate  in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hiembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol*  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
xcur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS’ 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults;  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 

(N  0071  1089-07)  and  boxes  of  24  (N  0071  1089  13)  in  silver  foil 

strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9”-86T  (15“-30”C). 
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Morris  Plains.  NJ  07950  USA 


Coming 

Meetings 

“Molecular  Interrelations  of  Nutrition  and 
Cancer”  is  the  topic  of  the  34th  annual 
Symposium  on  Fundamental  Cancer  Research 
to  be  held  in  Houston  at  the  Shamrock  Hilton 
Hotel,  March  4-6,  1981.  The  symposium  will 
focus  on  nutrition  as  it  relates  to  cancer, 
including  physiological  effects  in  the  cancer- 
bearing host;  energy  metabolism  in  tumor 
cells;  and  nutritional  modulation  of  cell  prolif- 
erations, in  vitro  transformation  and  car- 
cinogenesis. Co-chairpersons:  Drs.  Marilyn 
Arnott,  Jan  van  Eys  and  Alexander  Wang. 

For  additional  information:  Stephen  C. 
Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030,  (713) 
792-3030. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  2-5,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 


Clinical  Cytopathology  for  Pathologists, 
Postgraduate  Course 

The  Twenty-second  Postgraduate  Institute 
for  Pathologists  in  Clinical  Cytopathology  is  to 
be  given  at  The  Johns  Hopkins  University 
School  of  Medicine  and  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland,  March  22  - 
April  3,  1981.  The  full  two  week  program  is 
designed  for  pathologists  who  are  Certified  (or 
qualified)  by  the  American  Board  of  Pathology 
(PA),  or  their  international  equivalents. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and-recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 
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Application  is  to  be  made  before  January  28, 
1981.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205,  U.S.A. 

The  entire  course  is  given  in  English. 

AMERICAN  MEDICAL  ASSOCIATION 
Annual  Session,  House  of  Delegates,  June 
7-11,  1981,  Chicago,  Illinois 

NEBRASKA  MEDICAL  ASSOCIATION 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 


Now  this  is  a telephone.  It  usually 
rings  in  the  middle  of  the  night. 
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Physicians'  Classified  — i 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

DIRECTOR  OF  MEDICAL  EDUCATION 
position  available  at  Nebraska  Methodist  Hospital. 
Contact  C.  Lee  Retelsdorf,  M.D.,  Medical  Director, 
Nebraska  Methodist  Hospital,  8303  Dodge  Street, 
Omaha,  NE  68114.  Phone  (402)  390-4448. 


EMERGENCY  PHYSICIAN:  Regional  trauma 
center  servicing  Western  Nebraska  has  key  opening 
for  career  emergency  physician.  Excellent  salary 
and  work  schedule.  Included  are  pension  and  profit 
sharing,  paid  CME,  relocation  allowance,  paid 
malpractice,  health,  life  and  disability  insurance. 
Send  CV  to:  S.  Lee,  CPC,  P.O.  Box  8013,  Fresno, 
CA  93747. 


FAMILY  PRACTICE  OR  FREE  STANDING 
EMERGENCY  CENTER:  For  sale  or  lease  with  or 
without  equipment,  can  accommodate  4-man  prac- 
tice, built  in  1979  in  west  suburb  of  Omaha, 
Nebraska.  Complete  lab,  x-ray,  very  reasonable. 
(312)  960-5406  or  (312)  986-5922. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.#  Inc. 

1 1 8 North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim' DSS* 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
( Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. “Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopeniawith  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  giucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections . Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 

Children  two  months  of  age  or  older 


Weight 

Dose- 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

V/2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE)  Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 
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Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra.  • 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 


high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 


vaginal  introitus.  The  trimethoprim  component  of  cant  effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society, ” “overuse, ” “misuse,”  and  “abuse,”  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  l arm.  safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (jv , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  piease  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunc- 
tively  In  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  witn 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazmes 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d to  q.i.d  , alcoholism,  10  mg  t.i.d.  or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed. 
ad|unctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i  d 
or  q i d . adjunctively  in  convulsive  disorders,  2 to  10 
mg  bid  to  q i d Geriatric  or  debilitated  patients  2 to 
2VS  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to 
21/2  mg  t.i.d  or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets.  2 mg 
5 mg  and  10  mg — bottles  of  100  and  500.  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-num  - 
bered  boxes  of  25,  and  in  boxes  containing  10  strips 
of  10,  Prescription  Paks  of  50,  available  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  [8'/2  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  corner,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser.  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
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“Exercise  Equipment  You  Can  Uve  With” 

PHVMCAL  FICIlEtt 

\u\rcm\  ^ 00-2  oo 

Mon  - Fri  vh  vLEIII#  Saturday 

3029  South  83rd  Plaza 

Omaha,  NE  68124 


SUBJECT:  Exercitium  deficiency 
Dear  Doctor: 

I gave  my  doctor  a prescription  the  other  day.  Like  so  many  of  his  colleagues,  my  doctor  is 
too  busy  looking  after  the  needs  of  his  patients  to  look  after  his  own.  He  has  developed  a 
condition  known  as  exercitium  deficiency. 

Although  the  prevalence  of  exercitium  deficiency  has  reached  epidemic  proportions  in  the 
U.S.,  its  harmful  effects  on  health  and  longevity  has  received  little  attention  in  medical 
journals.  Doctors  are  among  its  most  common  victims. 

Common  symptoms  of  exercitium  deficiency:  Bulging  waistline,  flabby  muscles,  poor  skin 
tone,  chronic  fatigue,  overweight. 

There  is  now  a cure  for  exercitium  deficiency  that  is  so  effective  and  efficient  that  even  the 
busiest  doctors  can  be  cured  without  taking  valuable  time  from  busy  schedules.  Many  have 
already  discovered  this  remarkable  cure.  It  is  called  TOTAL  GYM  — the  world’s  easiest 
method  of  total  body  exercise  and  the  most  versatile,  compact,  professional  exercise 
system  ever  developed. 

Consider  some  of  the  incredible  statistics  drawn  from  the  AMA  and  U.S.  Government: 
85%  of  the  American  public  is  overweight.  By  the  time  a person  reaches 
the  age  of  35,  he  has  lost  60%  of  the  efficiency  of  his  circulatory 
system.  Finally,  cardiovascular  diseases  kill  more  people  in  the 

United  States  than  all  other  categories  of  death  combined  — over  1,000,000  annually! 

In  only  a few  minutes  a day,  you  can  lose  belt  notches,  firm  and 
tone  every  muscle  in  your  body,  improve  your  circulation,  and 
develop  and  maintain  optimum  physical  fitness.  It’s  easy, 
it’s  fun,  and  it  really  works! 

Why  not  give  your  family  and  yourself  the  gift  of  health? 


Sincerely, 


Gerry  Gray 

Physical  Fitness  Systems 
Your  Partner  in  Health 
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In  Hypertension*..WhenYou  Need  to  Conserve  K+ 


Every 
Step 
of  the 
Way 


Each  capsule 
contains  50  mg  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent) 


should  be  checked  periodically  (see  Warnings). 


Serum  K+  and  BUN 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter 
mined,  its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
der'ved  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

It  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  is  more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Period- 
ically, serum  K+  levels  should  be  determined  It 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  laundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available.  Sensitivity  reactions  may  occur 
iri  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids]  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently,  both  can  cause  K+ 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  re- 
actions. Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients  Use  cautiously  in  surgical 
patients  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  qumidine  Hypo- 
kalemia. although  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon 
tmue  corrective  measures  and  Dyazide1  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance  Calcium  excretion 
is  decreased  by  thiazides  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth,  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions,  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components. 

Supplied:  Bottles  of  1000  capsules,  Single  Unit 
Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles 
of  100 

©SK&F  Co  , 1980 

SK&F  CO. 

a SmithKIine  company 

Carolina,  P R 00630 


Colleges  shouldn’t  have  to  choose 
between  lighting  their  buildings  and 
enlightening  their  students.  T1  P , 

o — l homas  tdison 

Inventor 

There’s  nothing  more  frustrating  for  a scientist  than  to  be  on  the  verge  of  a 
great  discovery  and  not  be  able  to  afford  the  equipment  he  needs.  I know, 
d When  I was^boy,  I had  to  work 

many  American  college  students  may  not. 

Inflation  is  eating  into  college  budgets  to  a 

dangerous  degree.  More  ana  more  of  the  \ 

money  that  used  to  go  for  microscopes,  lab  ' 

equipment  and  library  books  is  now  being  ¥ 

consumed  by  basic  necessities  such  as  ^ . 

heating  and  maintenance.  And,  of 


heating  and  maintenance.  And,  ot  course, 
my  specialty  -lighting  . 

What  is  most  frightening  is  that  this 
squeeze  is  coming  at  a time  when  we  need  all  the  Rr 
trained  minds  we  can  get.  So  that  we  can  all  work 
more  effectively  towards  the  realization  of  pressing  | 
goals:  manageable  inflation, 

revitalized  industry,  and  plentiful  supplies 
of  energy  coursing  through  the  arteries 
of  this  country. 

With  today’s  problems, 

America  simply  cannot  afford  to 
have  second-best  education.  So 
please  give  generously  to  the 
college  of  your  choice. 

Necessity  may  be  the 
mother  of  invention, but  she 
needs  a great  deal  of  help 

if  she’s  going  to  bear  < 

children. 

Help! 

Give  to  the  college 
of  your  choice.  ..  . 


public  service  ot  this  maga.ine 
and  The  Advertising  Council. 


Council  for  Financial  Aid  to  Education.  Inc. 
680  Fifth  Avenue,  New  York,  N Y 100  Id 


Be  In 
On  The 
Action 


Saturday,  May  2 

Nebraska  Chapter  of  the  American  College 
of  Surgeons 

Nebraska  Academy  of  Ophthalmology 
Ronald  G.  Michels,  M.D.,  Baltimore 
Nebraska  Society  of  Internal  Medicine 
University  of  Nebraska  College  of 
Medicine  Alumni  Business  Meeting 
President's  Reception 
Fun  Night 

Dennis  Schneider  Orchestra 

Sunday,  May  3 

Nebraska  Perinatal  Organization 

Joseph  A.  Bocchini,  Jr.,  M.D.,  Shreveport 
Athletic  Medicine  Program 

Robert  Cochran,  M.D.,  Omaha 
Charles  Newman,  M.D.,  Lincoln 
Frederick  Hathaway,  M.D.,  Lincoln 
Jerry  Weber,  R.P.T.,  Lincoln 
Michael  Walsh,  M.D.,  Omaha 
Patrick  Clare,  M.D.,  Lincoln 
Alan  Forker,  M.D.,  Lincoln 
Board  of  Councilors 
Athletic  Medicine  Luncheon 

Ursula  Walsh,  Ph.D.,  Lincoln 
Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics  and  the 
Nebraska  Pediatric  Society 
J.  Gordon  Millichap,  M.D.,  Chicago 
House  of  Delegates 
Nebraska  Thoracic  Society 
John  Roehrs,  M.D.,  Omaha 
Thomas  Nilsson,  M.D.,  Omaha 
Leonard  Moss,  M.D.,  Omaha 
Lon  Keim,  M.D.,  Omaha 
Walter  O’Donohue,  M.D.,  Omaha 
Annual  Medicine  and  Religion  Banquet 
Harrell  F.  Beck,  Ph.D.,  Boston 


Monday,  May  4 

House  of  Delegates 
Nominating  Committee 
Scientific  Films 
Multi-Specialty  Panel 

David  H.  Knott,  M.D.,  Memphis 
Sportsman’s  Day 
NMA  Fun  Run 
Tennis  Tournament 
Golf  Tournament 
Banquet 

Tuesday,  May  5 

Past  President’s  Breakfast 

University  of  Nebraska  Preceptor  Breakfast 

House  of  Delegates 

Scientific  Films 

Symposium  on  “What’s  New  in  Medicine” 

Poisoning:  The  Black  Death  of  the  20th  Century  — 
Jeffrey  A.  Passer,  M.D.,  Omaha 
Vaginitis 

Dentistry  for  the  Physician  — Stephen  L.  Coffey, 
D.D.S.,  Omaha 

Annual  Distinguished  Luncheon 


1981 

Nebraska 


LINCOLN 

HILTON 


Annual  Session 
Medical  Association 

MAY  2 thru  5 


Pre-registration  information  will 
be  mailed  April  1 , 1981 
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250-mg  Pulvules® 


Keflex’ 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


100  mg/ml 
10-ml  size 


Pediatric  Drops 


^□□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Physic  is,  for  the  most  part,  only  a substitute 
for  temperance  and  exercise. 

Addison 

The  disease  and  its  medicine  are  like  two 
factions  in  a besieged  town;  they  tear  one 
another  to  pieces,  but  both  unite  against  their 
common  enemy,  Nature. 

Jeffrey 

The  poets  did  well  to  conjoin  music  and 
medicine,  because  the  office  of  medicine  is  but 
to  tune  the  curious  harp  of  man’s  body. 
Bacon 

The  bitterness  of  the  potion,  and  the  ab- 
horrence of  the  patient  are  necessary  cir- 
cumstances to  the  operation.  It  must  be 
something  to  trouble  and  disturb  the  stomach 
that  must  purge  and  cure  it. 

Montaigne 

The  best  of  all  medicines  are  rest  and  fasting. 
Franklin 


METHODIST  hospital 

1981  Graduate 
Medical  Assembly 

Orthopedics  for  the 
Primary  Care  Physician 

April  10-11,  1981 

A two-day  continuing  education  program  in  ortho- 
pedics for  primary  care  physicians  and  internists  will 
be  held  at  the  Methodist  Hospital,  8303  Dodge  St., 
Omaha,  Nebraska  on  April  10-11,  1981. 

Upon  completion  of  the  course,  the  primary  physician 
will  recognize  common  musculoskeletal  problems  and 
be  able  to  implement  new  orthopedic  procedures  and 
immobilization  techniques. 

As  an  organization  accredited  for  continuing  medical 
education,  Methodist  Hospital  certifies  that  this  con- 
tinuing medical  education  offering  meets  the  criteria 
for  eight  hours  of  credit  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association,  provided  it  is  used  and  completed  as 
designed. 

This  course  is  acceptable  for  eight  prescribed  hours 
by  the  American  Academy  of  Family  Physicians. 

For  more  information,  please  contact,  Stanley 
Bach,  M.D.,  Methodist  Hospital,  8303  Dodge  St., 
Omaha,  NE  68114,  402-390-4035. 


There's  been  a lot  of 

talk  lately...  about  nutrition. 
But  do  your  patients  get  the  facts? 

The  Nutrition  Education  People  can 
help  you  tell  them  about  diet  and 
health. ..facts. ..not  just  a lot  of  talk.  Get 
the  latest  facts  by  returning  this 
coupon. 

i mail 

I 1 

j Return  for  facts  about  Dairy  Council's...  j 

j ...information  for  your  patients 

in  the  waiting  room 

when  you're  counseling 

| ...research  updates  for  you 

Nutrition  News  (Quarterly) 

Dairy  Council  Digest  (bimonthly) 

j ...specialized  presentations 

.to  your  colleagues 

to  your  service  organizations 


Name 


Office  Address 


Zip. 


RETURN  TO: 


Phone 


Dairy  Council 

of  Central  States 

Suite  103,  Hillcrest  Bldg. 
Ralston,  NE  68127 
(402)  592-3355 
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Now. . .today’s  issues 
in  anxiety  management 
are  confronted  in  a unique  program 
for  primary  care  physicians 

Anxiety:  the  therapeutic  dilemma 

Multimedia  Continuing  Education  Program 


Ideas  about  anxiety  management  are  changing.  Problems  have  surfaced.  There  is 
concern  about  dependence  on  minor  tranquilizers  and  new  findings  on  receptor 
sites  in  the  brain.  There  is  a trend  toward  short-term  therapy  and  interest  in 
nondrug  alternatives.  Because  anxiety  can  disable,  the  need  to  treat  continues  in 
daily  practice.  Primary  care  physicians  require  up-to-date  information. 

This  program  can  provide  it. 


Current  Views  and  Opinions 
from  Eminent  Authorities 


Offered  free  of  charge,  this  multimedia  seminar  is  based  on  a major  sym- 
posium. It  integrates  the  views  of  nationally  known  clinicians  with  case  ma- 
terial to  demonstrate  1 ) keys  to  differential  diagnosis,  2)  recognition  and 
management  of  dependence-prone  patients,  3)  ways  to  minimize  tranquil- 
izer dependency,  4)  guidelines  for  selecting  drug  and  nondrug  therapies,  5) 
how  the  biochemistry  of  anxiety  can  affect  treatment  modalities.  And  more. 


CME  Accreditation  The  complete  program  Anxiety:  the  therapeutic  dilemma , is  designed  to 

provide  up  to  a total  of  26  credit  hours  in  Category  1,  PRA/AMA.  The  maximum 
number  of  hours  may  be  obtained  as  follows: 

Seminar(s) 

When  presented  by  an  accredited  CME  provider  (hour  for  hour) . . up  to  8 hours 

Self-Study  Programs 

Designed  to  provide  credit  hours  indicated  when  completed 
according  to  instructions: 

• Two  monographs  (completed  as  a unit)  .up  to  6 hours 

• Six  self-study  units  (2  hours  each)  up  to  12  hours 

More  than  a conventional  lecture,  this  seminar  provides  opportunity  (and 
guidance)  for  the  kind  of  interaction  that  promotes  understanding  and 
anchors  useful  ideas.  Guest  lecturers  are  available  and  all  elements  needed 
for  an  effective  program  are  included:  films,  moderator's  guide,  participants' 
workbooks,  monographs,  publicity  material,  etc. 


Unique  Interactive  Format 
Stimulates  Participation 


Flexible  Program  Design  Anxiety:  the  therapeutic  dilemma  is  a versatile  program  with  an  out- 

standing faculty,  pertinent  content  and  lively  format.  It  can  be  conducted  in 
a variety  of  ways  to  meet  your  scheduling  needs:  • Full  day  — 8 hour  seminar 
• Half  day  — 4 hour  seminar  • 1 or  2 hour  course 

For  further  information,  mail  the  coupon  below,  or  call  toll-free  800-526-4299. 
In  NewHersey,  call  (201) -636-6600. 


Anxiety:  the  therapeutic  dilemma 

was  produced  under  a grant  from  Abbott  Laboratories 


1-0791  1033394 


A-3/81 


M.E.D.  Communications  Please  send  me  full  details  on  faculty,  agenda,  accreditation  and  booking  for 

655  Florida  Grove  Road  the  CME  seminar  Anxiety:  the  therapeutic  dilemma. 

Hopelawn,  NJ  08861 


Name 


Title 


(please  print) 


Institution 


Street 


City 


State 


Zip 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8502  West  Center  Road.  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  "E”  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 

Blue  Cross  and  Blue  Shield  of  Nebraska 

Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology’ 

John  T.  Ramsell,  M.D..  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolary  ngology’ 

F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community’  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D  , Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 


Nebraska  Dietetic  Association 

Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital 
502  South  44th  Ave.,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

Allen  D.  Dvorak,  M.D.,  President 
9733  Brentwood  Road,  Omaha  68114 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor  for  Neb. 

Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “0”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Bobbie  Frerichs,  CMA-A,  President 
7125  Starr  St.,  Lincoln  68505 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary’  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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North  Central  Medical  Conference 


Spain/Portugal 

Adventure 

Come  to  spring  in  the  sparkling  lands  of 

Iberia... Lisbon,  Seville,  the  Costa  del  Sol  and  Madrid. 


Iberia  is  the  Prado,  the  Moorish  walls  of  Toledo  and  the  Alhambra  in  Granada.  It’s  the  click  of  fiery  flamenco  heels. 
The  ole’s  of  bullfights.  The  haunting  sounds  of  the  Fado  singers. 

It’s  gazpacho,  paella  and  fine  port  wines.  It’s  beautiful  beaches,  golden  sunshine  and  the  perfect  time  to  go. 

With  INTRAV,  of  course. 

Departing  Minneapolis-St.  Paul,  Omaha  and  Fargo  on  April  29,  1981 
Via  TWA  wide-bodied  transatlantic  jets 

for 

14  Sun  and  Fun  Filled  Days  in  Iberia  On  a Deluxe  Trip  Limited  to  90  Exclusive  INTRAV  passengers 

$1799  from  New  York 

includes  round  trip  scheduled  flights,  accommodations  at  the  best  hotel  in  each  city,  full  American  breakfast  each  day 

and  dinner  each  evening  at  a selection  of  the  finest  restaurants. 


Find  Out  Why  INTRAVLERS  Keep  Coming  Back  . . . 
Make  your  Spain/Portugal  Adventure  Reservations  Today. 


Send  to:  North  Central  Medical  Conference 

2221  University  Ave.  S.E.,  Suite  400 
Minneapolis,  Minnesota  55414 

Name(s)  


Enclose  is  my  check  for  $_ 


($200  per  person)  as  deposit. 


(LAST) 


(FIRST) 


(SPOUSE) 


Home  Address 


City 


State Zip 


A Non-Regimented  ■ 


Deluxe  Adventure 


Clarkson  Hospital 

DOCTORS  BUILDING  COMPLEX 

...  a convenient  and  modern  office  setting  custom  designed  to  your  needs. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen.  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson.  Wymore.  Counties:  Gage. 
Johnson,  Nemaha.  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota.  Dixon,  Knox, 
Madison,  Pierce,  Stanton.  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt.  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton.  Polk,  Saunders.  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Cl?v,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha.  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties  Blaine. 
Buffalo,  Custer,  Dawson.  Garfield. 
Grant,  Greeley,  Hall.  Hooker.  Howard. 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham.  McCook.  Counties:  Adams, 
Chase.  Dundy,  Franklin.  Frontier, 
Furnas,  Gosper,  Harlan.  Hayes.  Hitch- 
cock. Kearney,  Phelps.  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel.  Garden.  Keith.  Lincoln. 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R G.  Heasty, 
Scottsbluff.  Counties:  Banner.  Box 

Butte.  Cheyenne,  Dawes.  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

♦Antelope-Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel . 

Cuming 

Custer 

Dawson 

Dodge 

♦Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & N.W 

Jefferson 

♦Knox 

Lancaster 

Lincoln 

♦Madison 

Metropolitan  Omaha 

Northeast 

Northwest  Nebraska 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward «. 

South  Central  Nebraska  . 

Southeast  Nebraska 

Southwest  Nebraska 

Washington-Burt 

York 

♦(Northeast 


George  J.  Lytton,  Hastings George  L.  Osborne.  Hastings 

Robert  Kopp.  Plainview David  F.  Johnson.  Jr..  Osmond 

Gary  Smith.  Newman  Grove Charles  L Sweet.  Albion 

John  Floyd.  Scottsbluff  Bruce  D.  Forney,  Alliance 

David  C.  Babbitt,  Kearney Robert  N Baker.  Kearney 

Lawrence  Rudolph.  David  City Victor  Thoendel.  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp.  Elmwood 

Chris  U.  Bitner,  Sidney 

Robert  H.  Scherer,  West  Point  . . Thomas  R Tibbels.  West  Point 

Loren  H Jacobsen,  Broken  Bow  . N.  Leon  Books,  Broken  Bow 

Craig  Bartruff,  Gothenburg J.  H.  Worthman.  Cozad 

J.  Michael  Adams,  Fremont William  B.  Eaton.  Fremont 

Henry  J.  Billerbeck.  Randolph  . Robert  B Benthack.  Wayne 


Patrick  C.  Gillespie.  Beatrice  . Klemens  E.  Gustafson.  Beatrice 

A.  E.  Van  Wie,  Grand  Island Gordon  D Francis.  Grand  Island 

John  C.  Wilcox,  Aurora  Kenneth  R.  Treptow.  Aurora 


G.  0.  Johnson.  Fairbury R.  A.  Blatnv.  Fairbury 

Douglas  M.  Laflan.  Creighton Delwyn  J Nagengast.  Bloomfield 

John  F.  Porterfield.  Lincoln  William  E Lundak.  Lincoln 

Samuel  H.  Perry,  North  Platte  Ronald  L Asher.  North  Platte 

Harold  Dahlheim,  Norfolk  G.  Tom  Surbcr.  Norfolk 

Frank  D Donahue.  Omaha John  F.  Fitzgibbons.  Omaha 

Otto  J.  Wullschleger,  Norfolk 

Robert  Rasmussen,  Chadron..  Robert  Hanlon.  Chadron 

Paul  R.  Madison.  Nebraska  City 

Bryce  G.  Shopp,  Imperial Paul  F.  Bottom,  Grant 

Warren  R.  Miller,  Columbus Ronald  W.  Klutman,  Columbus 

Walter  Gardner,  Crete W'alter  Gardner,  Crete 

J.  Paul  Glabasnia,  Papillion Michael  J.  Moran.  Papillion 

John  E Hansen,  Jr.,  W'ahoo Robert  E.  Morris,  Wahoo 

James  J.  Simpson.  Mitchell Wendell  Ropp,  Scottsbluff 

Paul  Plessman.  Seward Van  Vahle,  Seward 

Richard  E.  Penry.  Hebron C.  F.  Ashby,  Geneva 

Paul  Scott.  Auburn  Gary  Ensz,  Auburn 

P'lizabeth  D.  Edwards.  McCook..  David  A.  Allerheiligen,  McCook 

Kenneth  C Bagbv,  Blair Clifford  M.  Hadley.  Lyons 

James  D.  Bell,  York Ren  N Greenberg.  York 

Otto  J.  Wullschleger,  Norfolk) 
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When  exposure  to  rabies  is 
suspected,  Hyperab p Rabies 
Immune  Globulin  (Human) 
is  the  product  of  choice. 

Hyperab"  is  recommended 
by  the  U.S.  Public  Health 
Service  and  the  American 
College  of  Surgeons. 

Antirabies  serum  of  equine 
r origin  produces  serum  sick- 

tness  in  approximately  40% 
of  adults  and  15%  of  children. 
Anaphylactic  shock 
| II?'  may  occur. 

Hyperab, ® the  only  rabies 
» Jgjfe,  immune  globulin  of  human 
r<.  origin  virtually  eliminates 
these  hazards.  No  serious  side 
m effects  have  been  reported 
with  its  use. 

Hyperab*  is  readily  avail- 
able in  convenient  dosage 
form.  Ib  order,  contact  an 
authorized  Cutter  Biological 
dealer  or  Cutter  distribu- 
li  tion  center. 


Rabies  Immune 
Globulin(Human) 


Division  of  Cutter  Laboratories,  Inc. 
Berkeley,  California  94710 
See  next  page  for  brief  summary  of 
prescribing  information. 


Hyperab 

RABIES  IMMUNE 
GLOBULIN  (HUMAN) 

DESCRIPTION 

Rabies  Immune  Globulin  (Human)  — Hyperab®  is  a 
slerile  solution  of  antirabies  gamma  globulin  (IgG)  con- 
centrated by  cold  alcohol  fractionation  Irom  plasma  of 
donors  hyperimmunized  with  rabies  vaccine  Hyperab® 
globulin  is  a 16  5%  ± 15  solution  of  gamma  globulin 
from  venous  blood  in  0 3M  glycine,  preserved  with 
1 10,000  Thimerosal  (a  mercury  derivative).  Its  pH  is  ad- 
lusted  with  sodium  carbonate  The  product  is  stan- 
dardized against  USA  Standard  Antirabies  Serum  The 
USA  unit  ot  potency  is  equivalent  to  the  International 
Unit  (IU)  for  rabies  antibody 

This  product  is  prepared  from  human  venous  plasma 
Each  individual  unit  of  plasma  has  been  found  nonreac- 
tive  for  hepatitis  B surface  antigen  using  the  radio- 
immunoassay method  of  counter-electrophoresis 

INDICATIONS 

Treatment  of  rabies,  once  clinical  disease  becomes 
apparent,  is  rarely  if  ever  successful.  Rabies  vaccine 
(duck-embryo  origin,  Lilly  Laboratories)  with  or  without 
Rabies  Immune  Globulin  (Human)  — Hyperab®  should, 
therefore  be  given  to  all  persons  suspected  of  exposure 
to  rabies,  particularly  to  severe  exposure  Whenever 
possible.  Hyperab®  globulin  should  be  injected  as 
promptly  as  possible  after  exposure  If  initiation  of 
treatment  is  delayed  for  any  reason,  however,  Rabies 
Immune  Globulin  (Human)  should  be  given  just  the 
same,  regardless  of  the  interval  between  exposure  and 
treatment. 

Rabies  virus  is  usually  transmitted  by  the  bite  of  a 
rabid  animal,  but  can  occasionally  penetrate  abraded 
skin  with  the  saliva  of  infected  animals.  Progress  of  the 
virus  after  exposure  is  believed  to  follow  a neural  path- 
way, and  the  time  between  exposure  and  clinical  rabies 
is  a function  of  the  proximity  of  the  bite  (or  abrasion)  to 
Ihe  central  nervous  system  and  the  dose  of  virus  in- 
jected. The  incubation  is  usually  2 to  6 weeks,  but  can 
be  longer  After  severe  bites  about  the  head  and  neck,  it 
may  be  as  short  as  10  days 

After  initiation  of  the  vaccine  series,  it  takes  2 weeks 
or  longer  for  development  of  immunity  to  rabies  Since 
most  vaccine  failures  have  occurred  in  cases  of  severe 
exposure,  the  value  of  immediate  immunization  with 
preformed  rabies  antibody  cannot  be  over-emphasized 

Recommendations  for  use  of  passive  and/or  active 
immunization  after  exposure  to  an  animal  suspected  of 
having  rabies  were  detailed  by  WHO,  and  by  the  US 
Public  Health  Service  Advisory  Committee  on  Immuni- 
zation Practices  (ACIP) 

INJECTION  PROCEDURE 

A portion  of  the  Hyperab®  globulin  dose  should  be 
used  to  infiltrate  the  wound  The  rest  is  injected  intra- 
muscularly 

CONTRAINDICATIONS 

Rabies  Immune  Globulin  (Human)  — Hyperab®  is 
contraindicated  in  repeated  doses,  once  vaccine  treat- 
ment has  been  initiated  Repeating  the  dose  may  bring 
about  interference  with  full  expression  of  active  immunity 
expected  from  the  vaccine  Hyperab®  globulin  is  also 
contraindicated  in  individuals  who  are  known  to  have  an 
allergic  response  to  gamma  globulin  or  thimerosal 

PRECAUTIONS 

NEVER  ADMINISTER  Hyperab®  globulin  INTRA- 
VENOUSLY 

ADVERSE  REACTIONS 

Slight  soreness  at  the  site  of  injection,  and  slight  tem- 
perature elevation,  may  be  noted  at  times  Sensitization 
to  repeated  inject  ions  of  human  globulin  is  extremely  rare 

In  the  course  of  routine  injections  of  a large  number  of 
persons  with  human  gamma  globulin,  there  have  been 
a few  isolated  occurrences  of  angioneurotic  edema,  ne- 
phrotic syndrome,  and  anaphylactic  shock  after  injec- 
tion Because  of  their  rarity,  it  is  difficult  to  determine 
whether  such  reactions  are  incidental,  or  causally 
related  to  the  gamma  globulin 

No  instances  of  transmission  of  hepatitis  B (homolo 
gous  serum  jaundice)  have  been  reported  from  the  use 
of  human  gamma  globulin  prepared  by  the  fractionation, 
methods  employed  by  Cutter  Laboratories,  Inc 

HOW  SUPPLIED 

Rabies  Immune  Globulin  (Human)— Hyperab®  is 
packaged  in  2-ml  and  10-ml  vials  with  a potency  of  150 
International  Units  per  ml  (lU/ml  ) The  2-ml  vial  con- 
tains a total  of  300  IU  which  is  sufficient  for  a child 
weighing  15  kg  (33  lb  ) The  10-ml  vial  contains  a total 
of  1500  IU  which  is  sufficient  for  an  adult  weighing  75 
kg  165  lb  ) 
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“My 

Income  Is  Too  Low 
And 

Expenses  Are  Crowing  . . 


“How  Can  I Reverse  This  Trend?” 

Medical  Management  Services  of  Omaha  Can  Be  the  Answer  To  This  Doctor’s  Problem. 
Some  Typical  Causes  Are: 

• Unnecessary  Accounts  Receivable  are  bemg  carried. 

($100,000  of  unnecessary  Accounts  Receivable  costs  $15,000  to  $20,000  a year). 

• Lost  or  unbilled  charges  are  neglected. 

(These  may  be  as  high  as  5%  of  billings  costing  $10,000  or  more  a year). 

• Patient  care  demands  almost  all  of  the  Doctor’s  time. 

(Without  sufficient  attention,  the  business  expenses  are  5%  to  10%  too  high, 

$3,000  or  more  a year). 
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T.D.  SMITH,  PRESIDENT 
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OMAHA,  NEBRASKA  68106 


Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

Russell  L.  Gorthey,  M.D.,  Lincoln President 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney;  John  D.  Coe,  M.D.,  Omaha 
AMA  Alternate  Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha 
Delegate  to  the  North  Central  Medical  Conference  — Dwaine  J.  Peetz,  M.D.,  Neligh 


BOARD  OF  DIRECTORS 


Russell  L.  Gorthey,  M.D.,  Chm Lincoln 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Vice-Chm Omaha 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Charles  W.  Landgraf,  Jr.,  M.D Hastings 

Herbert  E.  Reese,  M.D Lincoln 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Paustian,  M.D Omaha 

Ex-Officio: 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Louis  J.  Gogela,  M.D Lincoln 


COMMISSION  ON  ASSOCIATION  AFFAIRS 


Dwaine  J.  Peetz,  M.D.,  Chm Neligh 

Louis  W.  Burgher,  M.D Omaha 

Louis  J.  Gogela,  M.D Lincoln 

Clyde  L.  "Kleager,  M.D Hastings 

Joseph  C.  Scott,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Mr.  Joe  Stavas Omaha 

LIAISON  SUB-COMMITTEE  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

Joseph  C.  Scott,  M.D.,  Chm Omaha 

Arnold  W.  Lempka,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Bernard  F.  Wendt,  M.D Lincoln 

Mr.  Patrick  A.  Smith Omaha 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Patrick  E.  Clare,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

John  G.  Yost,  M.D Hastings 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chm Lincoln 

S.  I.  Fuenning,  M.D Lincoln 

Charles  W.  Newman,  M.D Lincoln 

John  G.  Yost,  M.D Hastings 

George  F.  Sullivan,  RPT Lincoln 

Wayne  Wagner,  AT Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 

Dean  A.  McGee,  M I)..  Chm Omaha 

Paul  E.  Coliicott.  M.D Lincoln 

Stephen  W.  Carveth,  M.D Lincoln 

Kenneth  F.  Kimball,  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

Charles  A.  Field,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

John  W.  Goldkrand,  M.D Omaha 

Glenn  L.  Haswell,  M.D Omaha 

Robert  Nelson,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Mary  Soentgen,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  M.  Stryker,  M.D.,  Chm , Omaha 

Dale  W.  Ebers,  M.D.,  Convention  Chm Lincoln 

James  R.  Brown,  M.D Omaha 

Richard  A.  Cottingham,  M.D McCook 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage.  M.D Omaha 

Bernard  F.  Wendt,  M.D ...  Lincoln 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Carl  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

John  D.  Coe,  M.D Omaha 

William  Doering,  M.D Franklin 

Darroll  J.  Loschen,  M.D York 

John  F.  Porterfield,  M.D Lincoln 

Donald  F.  Prince,  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D..  Chm Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Glen  F.  Lau,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

A.  L.  Smith,  Jr..  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  J.  Stein,  M.D.,  Chm Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Wendell  L.  Fairbanks,  M.D Alliance 

Michael  J.  Haller,  M.D Omaha 

Robert  D.  Harry.  M.D Lexington 

William  B.  Long,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B Benthack,  M.D.  Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 


COMMISSION  ON  PUBLIC  AFFAIRS 


C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

James  R.  Adwers,  M.D Omaha 

James  G.  Carlson,  M.D Verdigre 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R,  Nolte,  M.D Lincoln 


STUDY  COMMITTEE  ON  COST  AWARENESS 


Arnold  W.  Lempka,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Roger  P.  Massie,  M.D Plainview 

Gerald  J.  Spethman,  M.D Lincoln 

Robert  S.  Wigton,  Jr.,  M.D Omaha 

Mr.  Rex  Haberman  Omaha 

COUNCIL  ON  PROFESSIONAL  ETHICS 

Charles  F.  Ashby.  M.D Geneva 

Russell  J.  Mclntire,  M.D Hastings 

L.  Dwight  Cherry.  M.D Lincoln 

C.  N.  Sorensen,  M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMITTEE  ON  HEALTH  PLANNING 


C.  J.  Cornelius,  Jr.,  M.D.,  Chm. 

W.  R.  Marsh,  M.D 

Donald  F.  Prince.  M.D 

James  S Carson,  M.D 

Gordon  D.  Adams,  M.D 

Dale  W.  Ebers.  M.D 

Louis  J.  Gogela,  Jr.,  M.D 

S.  I.  Fuenning,  M . 1 7 

Craig  L.  Urbauer,  M.D 

Roger  A.  Jacobs,  M.D 

Michael  Haller,  M.D 

C.  Lee  Retelsdorf,  M.D 

Allen  D.  Dvorak,  M.D 

Morton  H.  Kulesh.  M.D 

Duane  W.  Krause,  M.D 


. . . . Sidney 
Scottsbluff 
. . . Minden 
. McCook 
. . . Norfolk 
. . . Lincoln 
. . Beatrice 
. . . Lincoln 
. . . Lincoln 
. . . Seward 
. . . Omaha 
. . . Omaha 
. . Omaha 
...  Omaha 
. . Fremont 


20-A  Nebraska  Medical  Journal 


March  1981 


Hemoccult 


Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.  — Digital 


examination 


25  cm.  — Sigmoidoscopy 


Send  to 


S JG 


Routine  digital  examination 
explores  only  8 cm.  of  the  colon. 
Sigmoidoscopy  reveals  an  additional 
17  cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it’s  often 
asymptomatic. 

That's  why  the  Hemoccult®  test  is  so 
valuable  as  a preliminary  diagnostic  screen. 
The  Hemoccult®  test  is  a reliable  detector 
of  blood  throughout  the  colon. 

In  addition,  it's  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes, 
or  given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  120,000  cases  of  colorectal 
cancer  will  occur  in  the  United  States 
this  year.  The  earlier  they  are  diagnosed, 
the  greater  the  chances  for  successful 
treatment.  Send  for  your  free  Hemoccult® 
starter  package,  today. 


SmithKIine  Diagnostics 

lU  880  West  Maude  Avenue.  PO  Box  61947 
Sunnyvale.  CA  94086 

I — | Please  send  me  the  Hemoccult  II®  Physician's 
I | Complimentary  Starter  Package 

Name 


Medical  Specialty. 

Address 

City 


. State. 


Phone. 


The  world  s leading  test  for 
fecal  occult  blood. 


Hemoccult®  is  available  through  local  distributors,  nationwide. 


\ 


/ 
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Acute  pain 

is  no  laughing  matter. 


The  first  prescription  for 
the  first  days  of  acute  paii 

Empirin  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  /C' 
phosphate,  30  mg,  (Warning  — may  be  habit-forming).  v5« 

For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 

The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  ot  the 
following  strengths  No  2 — 15  mg,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming.) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine 

WARNINGS: 


Orug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  ot  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  ot  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  sub|ect  to  the  federal  Con- 
trolled Substances  Act 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazmes,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  ot  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  ludgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 


Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  ot 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  (unction,  hypothyroidism.  Addison's  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders 

REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweatmg,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  wrth  aspirin.,,,  j 
unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  reaction  With  these  exceptions,  most  ot  the  side  effects  occur  after  repeated  administra-  < 
doses. 

ANO  ADMINISTRATION:  Oosage  should  be  adjusted  according  to  the  seventy  of  the  pain  and  the  response  of  the 
It  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  m cases  ot  more  severe  pain  or  in  t 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  Empirin  with  Codetne  is  given  orally.  The  usual 
tor  Empirin  with  Codeine  No  2 and  No.  3 is  one  or  two  tablets  every  tour  boors  as  required  The  usual  adult  dose 
Codeine  No  4 is  one  tablet  every  lour  hours  as  required.  ... 

The  CNS  depressant 
with  Codeine  may  be 
other  CNS  depressants. 
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THIS  IS  ALICE 

I pushed  the  0 button  for  operator  (and  I 
remember  when  dials  were  new),  and  she  said, 
This  is  Cindy. 

I hate  to  fly,  I think  God  would  have  given  us 
feathers,  but  anyway,  I called  for  a reservation, 
and  a cheery  soprano  voice  said,  This  is 
Louise.  What  is  going  on?,  I thought. 

I called  my  friendly  bank;  I don’t  deposit,  I 
withdraw;  and  she  said,  This  is  Veronica.  A 
Mexican  surgical  resident  once  told  me  that 
Veronica  was  a pass,  but  I was  afraid  to  try  it: 
the  bull,  Veronica,  or  the  airplane. 

And  then  I called  my  friendly  doctor.  I 
thought,  this  is  how  things  are  now,  I know  how 
he  will  greet  me.  But  he  didn’t;  he  was  the 
same  crusty  scientist  I had  known.  So  this  new 
friendliness  escapes  me.  Maybe  it  goes  one 
way,  like  the  eastbound  throughway  I was 
driving  west  on,  one  memorable  afternoon. 
And  maybe  we  don’t  have  it  everywhere; 
maybe  it’s  coming,  and  it  hasn’t  hit  the  doctors 
yet.  Maybe  one  day,  Doctor  Andrew  will  say, 
Hi,  this  is  Andy. 

This  is  F.C. 


CARDIOPULMONARY  ARREST 

Cause  of  death:  cardiopulmonary  arrest,  as  a 
consequence  of  hilar  mass  with  obstructive 
pneumonia.  Now  we  all  get  cardiopulmonary 
arrest  when  we  die.  I never  saw  a dead  person 
whose  heart  kept  beating  and  who  went  right 
on  breathing.  It  is  a perfectly  ridiculous  thing 
to  say  that  the  heart  stopped  beating  and  the 
breathing  stopped  when  the  patient  died;  they 
always  stop  when  you  die. 

But  there  is  more  than  this.  It  is  not  only  that 
heart  and  lungs  stop  when  one  dies;  I mean 
that  when  infection  does  you  in,  or  cancer,  or 
emphysema,  why  then,  cardiopulmonary  arrest 
is  not  the  cause  of  death.  You  died  of  the 
infection,  or  malignancy,  or  obstructive  disease 
of  the  lungs.  To  write  cardiopulmonary  arrest 
due  to  carcinoma  of  the  stomach  is  senseless; 
you  might  as  well  put  CPA  down  on  all  death 
certificates.  You  don’t  even  need  to  view  the 
remains.  Just  write  cardiopulmonary  arrest,  or 
cardiac  arrest,  whenever  anybody  dies. 


I think  it  is  part  of  a striving  for  elegance;  the 
words  sound  so  grand,  and  they  are  sure  to 
impress  the  family. 

It  is  time  we  stopped  saying  the  patient  died 
of  cardiopulmonary  arrest,  even  though  we 
add,  brought  on  by  infection  or  malignancy. 
You  don’t  die  of  cardiopulmonary  arrest,  and 
these  meaningless  and  untruthful  words  should 
not  be  used.  The  man  in  paragraph  one  died  of 
cancer  of  the  lung;  why  not  say  so? 

F.C. 


THE  MORBIDITY  OF  ANESTHESIA 

I have  felt  for  a long  time  that  anes- 
thesiologists may  not  be  among  the  happiest  of 
people,  and  I have  been  able  to  come  up  with  6 
reasons. 

We  work  (your  Editor  has  of  course  distin- 
guished himself  here)  when  the  surgeon  thinks 
it  is  time.  The  kind  of  anesthesia  is  often 
suggested  to  us.  Fees  are  small,  hours  are  long, 
every  night  is  night  call,  and  everything  is  life- 
and-death. 

With  the  all-too-frequent  use  of  semiclosed 
anesthesia,  the  operating  room,  and  especially 
the  area  surrounding  the  anesthesiologist,  is 
filled  with  escaping  anesthetic  vapors. 

But  there  are  2 more  things  that  disturb  me. 
One  is  the  Postanesthesia  Room,  or  the  PAR. 
It  suggests  only  that  the  patient  has  just  had  an 
anesthetic,  and  nothing  else,  and  that  whatever 
happens  to  the  patient  there  is  because  of  the 
anesthetic.  Has  the  patient  not  had  an 
operation?  Call  the  room  the  Postoperative 
Room,  or  the  Postsurgical  or  Postsurgery 
Room,  or  anything  else.  I think  I know  how  the 
room  got  its  name,  and  I will  not  tell  you,  I 
think  it  was  named  by  one-of-us. 

And  the  other  is  this  gem:  She  died  under 
the  anesthetic. 

Didn’t  she  die  under  the  knife?  It  suggests 
that  anesthesia  is  dangerous,  and  I agree.  But 
as  for  the  innocent  and  blameless  surgeon 
slipping  quietly  out  of  the  operating  room, 
don’t  let  him  go.  Ask  him  what  he  was  doing 
when  the  patient  gave  up  the  ghost;  was  he 
operating?  The  anesthesiologist  puts  people  to 
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sleep,  but  he  does  other  things  too,  he  is  the 
best  life-saver  in  the  world,  and  he  may  be 
protecting  the  patient  from  the  ravages  of 
disease  and  from,  and  I can  hardly  bring  myself 
to  say  it,  the  carryings-on  of  the  surgeon,  and 
to  say  that  she  died  under  the  anesthetic  is  the 
basest  sort  of  ingratitude.  Some  of  what  I have 
said  here  may  be  tongue-in-cheek,  but  if  you 
look,  you  will  find  a grain  of  truth,  and  even 
sobriety. 

F.C. 


FIRST  AID  AND  THE  DOCTOR 

You  are  at  a party,  and  you  have  had  a drink, 
well,  maybe  two.  You  are  not  on  call.  And 
somebody  says,  Doctor,  come  here,  please,  a 
lady  has  fainted. 

You  cannot  refuse. 

But  to  what  extent  are  you  liable?  The 
patient  did  not  choose  you.  And  you  may  be  an 
anesthesiologist,  or  worse  yet,  a dermatologist. 

Someone  lies  injured  on  the  highway. 
Everyone  should  stop  and  render  first  aid.  But 
I do  not  think  a doctor  can  give  first  aid.  When 
he  stops,  he  is  practicing  medicine. 

You  are  on  vacation,  and  in  another  state, 
and  a patient  is  thrust  upon  you.  Are  you 
liable? 

And  finally,  you  retire.  Should  you  surrender 
your  license;  and  will  that  change  everything? 


If  you  stop  paying  your  license  registration  fee, 
will  you  be  protected?  Will  you  become  a 
nondoctor? 

If  you  have  once  graduated  from  medical 
school,  can  you  ever  render  first  aid? 

I wonder. 

F.C. 


WHY  DOES  MEDICINE  COST  SO  MUCH? 

Because  a perfectly  plain  three-inch  square 
of  gelatine,  y2-inch-thick,  without  fruit,  costs  70 
cents  at  a basement  restaurant  in  Lincoln. 

F.C. 


DOES  IT  HELP  TO  SAY  OUCH? 

They  say  something  else  in  Paris,  and  there 
is  another  cry  in  Berlin,  but  here  we  say  ouch 
when  it  hurts.  I once  had  a pain  that  was  with 
me  always,  like  the  poor,  but  with  occasional 
outbursts,  when  I would  cry  ouch!  You  may  say 
other  things.  But  do  you  say  ouch  (or  other 
things)  when  you  are  alone? 

And  does  it  help  to  say  ouch?  Or  are  we 
conditioned  to  cry  out  when  it  hurts?  If  there 
are  fierce  outbursts  of  pain,  it  is  hard  not  to  cry 
out,  and  it  must  help.  I always  did  it,  and  in  my 
series  (I  asked  a friend)  everybody  does. 

F.C. 
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ORIGINAL  ARTICLES 


The  Department  of  Pediatrics, 
University  of  Nebraska  Medical  Center 


UNDER  the  recent  leadership  of 
Dr.  Glenn  Rosenquist,  the 
Department  of  Pediatrics  has 
developed  what  its  members  consider  to  be 
one  of  the  strongest  teaching,  service,  and 
research  programs  at  the  University  Hospital. 
The  Meyer  Children’s  Rehabilitation  Institute, 
headed  by  Dr.  Paul  Pearson,  Director  of 
Developmental  Pediatrics,  is  nationally  recog- 
nized for  its  leadership  in  diagnosis,  therapy, 
and  education  of  the  handicapped  and  for 
progressive  research  in  developmental  and 
behavioral  pediatrics.  The  developmental  and 
genetic  pediatrics  program  which  includes  Drs. 
Jack  Trembath,  John  Moeschler,  and  Warren 
Sanger  also  staffs  an  increasing  number  of 
SCC  Clinics  for  local  screening  and  evaluation. 

Similarly,  the  SCC  sponsored  cardiology 
clinics  are  only  one  aspect  of  the  strong 
program  in  pediatric  cardiology  directed  by 
Dr.  Paul  Mooring.  In  1979  to  1980  the  child 
heart  program  ranked  fifth  in  size  in  the  nation 
with  over  400  cathetherizations  and  over  200 
child  heart  operations,  most  of  these  per- 
formed by  Dr.  William  Fleming.  The  cardiology 
staff  includes  two  UNMC  graduates,  Dr.  Philip 
Hofschire,  who  trained  at  the  University  of 
Minnesota,  and  Dr.  John  Kugler  who  recently 
completed  training  at  Baylor.  In  1981,  comple- 
tion is  planned  for  a new  double  C-arm  ’ 
catheterization  lab  which  is  considered  to  be  a 
national  prototype. 

Pediatric  gastroenterology  has  emerged  as  a 
major  specialty  under  the  enthusiastic  leader- 
ship of  Dr.  Jon  Vanderhoof  and  Dr.  Dean 
Antonson  with  support  from  the  Swanson 
Foundation.  This  program  has  an  active 
fellowship  program  in  gastroenterology  and 
conducts  a nationally  recognized  research 
program  in  basic  science  and  clinical  gastro- 
enterology. 

Endocrinology,  headed  by  Dr.  Carol  Huse- 
man,  and  Metabolism,  headed  by  Dr.  Hobart 
Wiltse,  offer  regional  diagnostic  services  and 
operate  the  Regional  Pituitary  Growth  Hor- 
mone Replacement  Program  in  addition  to 
highly  regarded  research  activities. 


CAROL  R.  ANGLE,  M.D. 

The  section  on  Neonatology,  headed  by  Dr. 
Robert  M.  Nelson  along  with  Drs.  George 
Miyazaki,  David  Bolam,  and  Robert  Hyde, 
offers  a sophisticated  level  of  tertiary  care  in 
its  brand  new  neonatal  ICU.  It  provides 
organizational  assistance,  educational  pro- 
grams, and  a neonatal  transportation  center  to 
primary  and  secondary  centers  throughout  the 
state.  Research  underway  includes  investiga- 
tion of  the  role  of  protoglandins  in  neonatal 
lung  disease  and  the  effect  of  early  stimulation 
on  infant  vocalization. 

Doctor  Roger  Kobayashi,  a graduate  of  the 
University  of  Nebraska  College  of  Medicine 
who  trained  with  Dr.  Richard  Stiehm  at  the 
University  of  Southern  California,  joined  the 
faculty  this  year  to  develop  a section  of  allergy, 
immunology,  and  rheumatology.  In  addition  to 
an  active  clinical  program.  Dr.  Kobayashi  is 
investigating  changes  in  white  cell  function  in 
response  to  potential  toxins  such  as  intra- 
venous lipids. 

Behavioral  Pediatrics  is  headed  by  Dr. 
Louise  Eaton  and  includes  the  clinical  and 
research  abilities  of  Michael  Leibowitz,  Ph.D., 
Lee  Matthews,  Ph.D.,  and  Steven  Lee,  M.S.,  as 
psychologists,  plus  the  skills  of  social  workers 
and  a Child  Life  Coordinator. 

General  and  Ambulatory  Pediatrics,  staffed 
by  Drs.  Peter  Bickers  and  Samuel  Perry,  and 
Bonnie  Shearer,  P.A.  also  provides  medical 
care  for  children  in  high  risk  census  tract  areas 
with  support  by  the  Children  and  Youth 
Project  administered  by  Dr.  Robert  Grant, 
Director  of  Maternal  and  Child  Health  for  the 
State  of  Nebraska.  The  C&Y  outreach  clinics 
are  capably  staffed  by  Drs.  Greg  Severson  and 
Ai  Lan  Kobayashi.  Dental  care  for  these 
children  and  others  is  provided  by  Drs.  John 
Simon  and  Richard  Udin  with  a full  comple- 
ment of  residents  in  pedodontics. 

The  Cystic  Fibrosis  Center  is  still  capably 
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headed  by  Dr.  Gordon  Gibbs.  Paul  Goodrich, 
M.D.,  Ph.D.,  has  been  awarded  a five  year  NIH 
career  development  award  in  pulmonology  and 
will  return  to  Pediatrics  after  three  years  of 
training  at  the  University  of  California,  San 
Francisco. 

Doctor  Rashid  Al-Rashid  continues  to  direct 
a strong  program  in  Hematology  and  Oncology 
and  is  the  author  of  numerous  clinical  reports 
and  teaching  texts  in  pediatric  oncology. 

The  Acting  Chairman,  Dr.  Carol  Angle,  is 
responsible  for  the  renal  disease  program 
along  with  research  activities  on  the  effect  of 
lead  on  red  cell  enzymes  and  serves  on 
multiple  national  committees  relevant  to  en- 
vironmental toxicology. 

The  undergraduate  teaching  program,  di- 
rected by  Dr.  Hobart  Wiltse  is  viewed  as  a 
model  solution  to  the  ever-increasing  problem 
of  providing  adequate  clinical  experience  to 
the  large  numbers  of  students  in  medicine, 
nursing,  and  allied  health  despite  a limited 
patient  census.  Teaching  at  Children’s  Hospital 
and  in  local  offices  is  conducted  by  the  large 
and  loyal  volunteer  faculty  with  special  men- 
tion perhaps  particularly  deserved  by  Drs. 


George  Klok,  Paul  Nelson,  Gilbert  Schreiner, 
Frank  Stewart  and  James  Wax. 

Student  research  is  supported  with  an 
annual  Pediatric  Research  Fellowship.  Of 
three  honors  program  graduates  in  1980,  Dr. 
Jane  Kugler  received  the  Debra  Munson 
Barger  Award  for  her  clinical  and  research 
excellence  in  a pediatric  endocrinology  project 
supervised  by  Dr.  Huseman. 

The  residency  program  continues  to  include 
eight  high  quality  residents  at  each  level  of 
training.  From  1973  to  1979,  44  pediatric 
residents  completed  their  training;  of  these,  22 
or  50%  have  gone  into  general  pediatrics  in 
Nebraska  or  contiguous  states,  a fact  that  may 
relate  to  Chancellor  Vanselow’s  emphasis  on 
Rural  Health  and  excellent  participation  in 
outstate  preceptorships  with  volunteer  faculty 
such  as  Drs.  Warren  Bosley,  Phillip  Gasseling, 
Larry  Marshall,  Robert  Mclntire,  Sam  Perry, 
Jr.,  Tom  Tonniges,  and  Kenton  Shaffer. 

The  current  goals  of  Pediatrics  are  to 
continue  to  strengthen  student  and  residency 
training;  expand  research  activities  with  an 
increasing  amount  of  outside  support  and  to 
focus  on  areas  of  clinical  excellence  that  will 
merit  national  recognition. 
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The  Left  Arm  Left  Out  Syndrome 
or  Left  Ulnar  Nerve 
Compressive  Neuropathy 


WHILE  peripheral  neuropathies 
are  not  infrequently  seen  in  the 
clinical  practice  of  neurology, 
the  etiology  or  treatable  etiology  is  infrequent- 
ly uncovered  even  following  an  extensive, 
exhaustive,  and  expensive  evaluation.  How- 
ever, a thorough  search  for  the  etiology  is 
indicated  and  warranted  in  each  case  as  one 
may  discover  not  only  a potentially  treatable 
etiology,  but  an  etiology  which  may  affect 
future  patients  and  from  which  future  patients 
should  be  protected  as  is  illustrated  by  the 
following  cases. 

Case  1 — A 68  year  old,  right  handed,  white 
male  underwent  open  heart  surgery  (valve 
replacement)  following  the  placement  of  a left 
radial  artery  catheter  with  the  left  upper  limb 
then  taped  in  a prone  position  to  an  armboard. 
The  arterial  catheter  was  discontinued  48 
hours  later,  and  on  the  following  day  the 
patient  first  noted  constant  numbness  of  his 
left  upper  extremity.  When  first  examined  one 
week  postoperatively  the  patient  was  found  to 
have  hypesthesia  for  pin  and  touch  of  the 
flexor  and  extensor  surfaces  of  left  fingers  four 
and  five  and  the  ulnar  half  of  the  left  third 
finger  to  the  level  of  the  wrist  and  paresis  of 
flexion  of  left  fingers  three,  four,  and  five. 
Electromyography  (EMG)  and  nerve  conduc- 
tion velocities  (NCV)  revealed  a left  ulnar 
neuropathy  with  the  site  of  the  lesion  at  the 
level  of  the  elbow  and  a mild  left  carpal  tunnel 
syndrome. 

Case  2 — A 52  year  old,  right  handed,  black 
male  first  became  aware  of  numbness  of  his 
entire  left  hand  and  fingers  three  and  one  half 
weeks  after  his  open  heart  surgery  (valve 
replacement).  The  left  radial  artery  was 
catheterized  for  this  surgery,  and  the  left 
upper  limb  was  taped  to  an  armboard  in  a 
prone  position;  the  catheter  remained  in  place 
for  48  hours.  EMG  and  NCV  of  the  left  upper 
extremity  three  and  one  half  weeks  postopera- 
tively demonstrated  a left  ulnar  neuropathy 
and  a left  lower  brachial  plexopathy.  When 
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next  seen  two  months  postoperatively,  there 
was  no  change  in  the  subjective  numbness  or 
objective  hypesthesia  for  pin  and  touch  over 
the  flexor  and  extensor  surfaces  of  left  fingers 
four  and  five  and  the  ulnar  aspect  of  the  left 
hand,  wrist,  and  distal  one-third  of  the 
forearm. 

Case  3 — A 47  year  old,  left  handed,  white 
male  first  became  aware  of  pain,  weakness  and 
numbness  of  the  ulnar  aspect  of  his  left  hand 
and  left  fingers  number  4 and  5 two  weeks 
following  his  open  heart  surgery  (coronary 
artery  by-pass).  The  left  brachial  arterial 
catheter,  inserted  at  the  time  of  surgery 
remained  in  place  for  13  hours;  for  the  first  4 
hours  the  left  upper  limb  was  taped  to  the 
patient’s  side  and  for  the  next  nine  hours  this 
limb  was  no  longer  secured,  but  was  resting  on 
the  left  cubital  tunnel  - ulnar  groove.  Following 
removal  of  this  catheter,  a pressure  wrap  was 
applied  around  the  entire  left  elbow  area. 
.EMG  and  NCV  of  the  left  upper  limb  six 
weeks  postoperatively  demonstrated  left  ulnar 
neuropathy  with  the  site  of  involvement  being 
at  the  elbow.  When  examined  neurologically 
two  months  postoperatively,  there  was  atrophy 
of  the  left  hypothenar  eminence,  paresis  of  left 
fingers  number  4 and  5 abductors,  extensors, 
and  adductors,  and  hypesthesia  for  pin,  touch, 
and  vibration  over  the  left  fingers  number  5,  4, 
and  ulnar  half  of  3 flexor  and  extensor  surfaces 
to  the  level  of  the  mid-left  forearm. 

In  general,  compressive  or  pressure  neuro- 
pathies occur  at  sites  where  nerves  are 
anatomically  exposed  to  external  mechanical 
pressure  and  result  from  repeated  or  pro- 
longed trauma  at  these  sites  with  the  nerve 
being  compressed  against  underlying  struc- 
tures in  the  limb.  Slender  individuals  are  more 
likely  to  develop  compressive  neuropathies 


March  1981 


Nebraska  Medical  Journal  55 


because  their  nerves  are  not  as  well  protected. 
The  adoption  and  maintenance  of  certain 
postures  during  sleep,  especially  alcohol  or 
sedative  induced  sleep  may  produce  com- 
pressive neuropathies  which  complicate  the 
recovery  of  patients  who  have  been  anesthe- 
tized or  are  in  coma.  One  of  the  most  common 
factors  predisposing  to  a compressive  neuro- 
pathy is  the  habitual  adoption  of  certain 
postures  such  as  resting  on  the  elbows  which 
compresses  the  ulnar  nerve.  The  ulnar  nerve, 
because  of  its  anatomy,  is  more  vulnerable  to 
pressure  at  the  level  of  the  elbow  than 
anywhere  else  along  its  course.3 

The  ulnar  nerve  maintains  a medial  position 
in  the  upper  arm  and  gives  off  no  branches. 
The  ulnar  nerve  continues  superficially  to  the 
middle  of  the  arm  where  it  enters  the 
intermuscular  septum  to  reach  the  condylar  or 
ulnar  groove  (crazy  bone)  behind  the  medial 
epicondyle.  As  it  enters  the  forearm,  it  passes 
through  the  cubital  tunnel  and  between  the 
two  heads  of  the  flexor  carpi  ulnaris.  The  floor 
of  the  cubital  tunnel  consists  of  the  medial 
elbow  joint  ligament  while  the  roof  consists  of 
the  aponeurosis  between  the  olecranon  and 
medial  epicondyle.3 

The  production  in  our  patients  of  this 
compressive  left  ulnar  neuropathy  appears  to 
result  from  two  inter-related  factors:  position 
and  time.  In  these  cases,  the  patient  is  in  a 
supine  position  with  the  left  upper  extremity 
placed  in  a prone  position,  resting  on  the  ulnar 
groove-cubital  tunnel.  The  limb  is  then  taped 
with  the  arterial  catheter  in  place  to  an 
armboard  or  to  the  patient’s  side  in  this 
position  with  the  left  elbow  either  extended  or 
very  slightly  flexed  for  13  to  48  hours  (other 
cases  remain  in  this  position  for  up  to  72 
hours)  before  the  arterial  catheter  is  dis- 
continued at  which  time  a pressure  dressing 
may  be  wrapped  around  the  left  elbow.  The 
patient  may  then  continue  to  rest  on  his  elbows 
while  remaining  supine  in  bed  or  while  sitting 
in  a chair.  In  all  these  positions,  the  patient  is 
compressing  the  left  ulnar  nerve  at  the  level  of 
the  ulnar  groove-cubital  tunnel.  Even  after  he 
returns  home,  the  patient  may  continue  to 


compress  or  otherwise  repeatedly  traumatize 
the  left  ulnar  nerve  at  this  level  by  flexing  at 
the  elbow,  by  direct  trauma  to  this  area  or  by 
resting  on  the  cubital  tunnel-ulnar  groove  as  he 
lies  supine  in  bed,  sits  in  a chair  or  couch, 
works  at  a table,  or  drives  his  automobile. 
Once  the  nerve  is  injured,  the  site  of  injury 
appears  more  susceptible  to  further  compres- 
sion, stretching,  or  trauma  with  a resultant 
persistence  of  the  paresis,  paresthesias,  and 
hypesthesia  for,  in  some  cases,  eight  years.1-3 

Pathologically,  brief  compression  of  a nerve 
trunk  results  in  paresthesia  which  clears  in  a 
few  minutes;  this  is  mediated  by  local  ischemia 
at  the  site  of  compression.2  A local  demyelina- 
tive  lesion  results  from  longer  periods  of 
compression  at  higher  pressures;  this  is 
mediated  bv  ischemic  and  mechanical  factors.2 
In  this  postoperative  ulnar  neuropathy,  Wal- 
lerian  degeneration  with  substantial  axonal 
interruption  as  well  as  demyelination  may  be 
found.1 

Treatment  of  the  compressive  left  ulnar 
neuropathy  is  limited  and  consists  of  using  an 
elbow  pad  or  of  counseling  the  patient  to  avoid 
stretching,  traumatizing,  or  compressing  the 
injured  left  ulnar  nerve  at  the  level  of  the  ulnar 
groove-cubital  tunnel.  Miller  and  Camp  have 
noted  particularly  poor  prognosis  in  their 
postoperative  ulnar  neuropathy  patients 
whether  treated  medically  or  surgically  with 
decompression  or  transposition.1  Prevention 
may  be  accomplished  by  educating  physicians, 
operating  room  teams,  and  recovery  room  and 
ICU  nurses  about  this  entity,  by  positioning 
the  patient  so  that  he  does  not  rest  on  the  left 
ulnar  groove-cubital  tunnel,  by  completely 
supinating  the  left  upper  extremity  so  that  the 
patient  rests  directly  on  the  olecranon. 
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Status  of  Department  of  Otolaryngology 
and  Maxillo-facial  Surgery, 

University  of  Nebraska  Medical  Center, 

Omaha,  Nebraska 


THE  Department  of  Otolaryngolo- 
gy, Otorhinolaryngology  and 
Maxillo-Facial  Surgery  at  the 
University  of  Nebraska  Medical  Center  covers 
the  broad  field  of  the  specialty,  including 
the  otologic,  rhinologic,  laryngologic,  broncho- 
esophagologic  and  the  regional  plastic  and 
reconstructive  surgery  of  the  head  and  neck 
area. 

In  the  otologic  area: 

1)  Covers  the  assessment  of  chronic  ear 
disease  and  reconstruction  of  the  hearing 
mechanism. 

2)  Assessment  of  neurosenori  disorders  as 
well  as  assessment  and  management  of 
vestibular  orders  and  eighth  nerve  lesions. 

In  the  rhinologic  are  the  diagnosis  and 
management  of  sinus  disease  both  infectuous 
and  neoplastic  is  covered  as  well  as  functional 
and  plastic  reconstruction  of  the  nasal  archi- 
tecture. 

Under  laryngologic  there’s  the  various  forms 
of  conservation  surgery  of  the  larynx,  including 
supraglottics  and  hemilaryngectomies  which 
are  performed  with  the  recent  addition  of  the 
laser  proving  to  be  very  useful  in  this  area  also. 

Under  bronchoesopnagologic,  foreign  bodies 
in  air  and  food  passages  as  well  as  diagnosis  of 
diseases  referrable  to  these  areas  are  also 
covered. 

Under  regional  plastic  and  reconstructive 
surgery  of  head  and  neck,  this  area  covers  the 
various  surgical  procedures  involved  in  ble- 
phoplasties,  face  lifts,  otoplasties,  rhinoplas- 
ties and  cleft  lip  and  palate  problems.  The 
department  plays  a very  active  role  in  the  Cleft 
Lip  and  Palate  Team  handling  the  surgical 
reconstruction  of  the  lip  and  palate  along  with 
nasal  deformities  associated  with  this  defect  as 
well  as  being  the  host  department  for  the  team 
which  consists  of  membership  representing  the 
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various  disciplines  required  on  a well  balanced 
Cleft  Lip  and  Palate  Team. 

At  the  present  time,  the  department  consists 
of  two  full-time  staff  people  and  in  the  near 
future,  we’ll  be  adding  another  staff  person 
following  completion  of  residency  in  a fellow- 
ship training  in  otology.  Presently,  there  are 
nine  residents  in  active  training  in  addition  to 
one  Family  Practice  resident  and  four  medical 
students  who  rotate  through  the  service  on  a 
monthly  basis. 

The  department  works  very  closely  with  the 
Division  of  Audiology  and  Speech  Pathology 
which  has  the  capability  of  assessing  speech 
and  auditory  disorders  through  the  use  of 
sophisticated  equipment  such  as  “brain  stem 
audiometry’’  and  “speech  printing.” 

The  department  has  expertise  in  the  use  of 
cryosurgical  techniques  for  the  handling  of 
some  malignancies  of  the  head  and  neck  area, 
also,  expertise  in  the  use  of  the  laser  for 
various  cancers  and  other  lesions  seen  in  the 
head  and  neck  area. 

The  research  efforts  of  the  department  have 
included  work  with  the  retractility  index  of 
lymphocytes  in  conjunction  with  the  Depart- 
ment of  Anatomy  and  studying  tympanometry 
profiles  associated  with  various  pathologies  of 
the  ear  drum  and  middle  ear  system.  The 
department  has  actively  participated  in  dis- 
plays at  the  Midwest  Clinical  Society  as  well  as 
national  meetings  both  through  poster  pre- 
sentations and  scientific  displays. 
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Emphysematous  Cystitis 


Introduction 


Emphysematous  cystitis  is  an 

unusual  manifestation  of  urin- 
ary tract  infection.  Bailey  col- 
lated data  from  117  cases  of  cystitis  emphy- 
sematosa and  primary  pneumaturia  in  1961 
and  summarized  the  pathophysiologic  features 
of  this  entity.1  Described  herein  is  a case 
report  of  a patient  with  this  condition  recently 
seen  at  the  University  of  Nebraska  Medical 
Center. 

Case  Report 

A 76  year  old  white  woman  presented  with  a 
large  bowel  obstruction.  On  the  basis  of 
colonoscopic  and  gastrograffin  enema  findings 
she  was  diagnosed  as  having  diverticulitis.  She 
was  treated  with  NG  suction,  antibiotics  and 
parenteral  hyperalimentation.  After  resolution 
of  the  obstruction  an  abdominal  radiograph 
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revealed  the  presence  of  a distended  bladder 
with  clearly  visible  intramural  gas.  (Figure  1). 
Catheterization  of  the  bladder  yielded  700  ml 
of  bloody  urine  and  gas.  Urinalysis  was 
negative  for  glucose.  Antibiotic  therapy  was 
instituted  with  gentamicin.  A urine  culture 
later  grew  > 100,000  colonies  of  E.  coli.  The 
emphysematous  cystitis  resolved  within  3 
days.  An  intravenous  pyelogram  obtained  one 
month  later  revealed  the  presence  of  a large 
atonic  bladder.  Many  other  complications 
occurred  and  the  patient  had  a prolonged 
recovery. 


Figure  1 

Abdominal  radiograph  demonstrating  a distended 
bladder  with  intramural  gas  accumulation  (arrow) 
and  residual  gastrograffin  in  the  rectum. 
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Comment 

Emphysematous  cystitis  is  a condition  char- 
acterized by  the  spontaneous  formation  of 
intralumenal  bladder  gas  or  intramural  gas 
vesicles.  A urinary  tract  infection  is  felt  to  be  a 
necessary  component  of  the  disorder.  A 
history  of  diabetes  mellitus  and  glycosuria  are 
present  in  about  50  percent  of  cases.1  Intra- 
lumenal gas  secondary  to  trauma,  urinary  tract 
instrumentation,  or  fistulous  connections  with 
the  bowel  is  not  considered  to  be  emphy- 
sematous cystitis,  although  identification  of 
the  primary  problem  may  be  difficult  in  some 
cases. 

The  most  common  organisms  associated 
with  emphysematous  cystitis  are  E.  coli  and 
Aerobacter  aerogenes.  These  organisms  are 
capable  of  gas  production  through  the  fer- 
mentation of  lactate  or  pyruvate.  In  an  acid 
medium  E.  coli  synthesize  formic  hydrogenase 
which  converts  formic  acid  (produced  in  the 
fermentation  process)  to  carbon  dioxide  and 
hydrogen  gas.2  The  presence  of  glycosuria 
provides  a readily  available  substrate  for  the 
fermentation  process.  This  is  probably  why  a 


history  of  diabetes  is  frequently  obtained  in 
this  disorder.  Our  patient  had  hyperalimenta- 
tion induced  hyperglycemia  but  did  not  have 
glycosuria.  Recent  case  reports  have  noted  the 
occurrence  of  emphysematous  cystitis  in 
patients  with  clostridial  infections.3 

Emphysematous  cystitis  is  generally  con- 
sidered to  be  a relatively  benign  condition 
despite  ominous  appearing  radiographic  find- 
ings. The  urinary  tract  infection  cleared  quite 
rapidly  in  our  patient.  The  large  atonic  bladder 
with  urinary  retention  may  have  been  a 
predisposing  factor.  Diverticulitis,  an  occa- 
sional cause  of  subcutaneous  emphysema,  did 
not  appear  to  be  temporally  or  anatomically 
related  to  the  disorder  in  this  case. 
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Premalignant  Cervical  Disease: 
Screening,  Diagnosis,  and  Management 


SQUAMOUS  cell  carcinoma  of  the 
uterine  cervix,  which  repre- 
sents over  90%  of  cervical 
cancer,  develops  over  many  years  from 
malignant  precursors.  Cytologic  screening 
(Pap  test)  has  facilitated  diagnosis  at  the 
asymptomatic,  grossly  undetectable,  premalig- 
nant stages,  which  are  named  dysplasia  and 
carcinoma  in  situ.  It  has  resulted  in  a marked 
fall  in  the  incidence  of  cervical  cancer  over  the 
last  30  years.  The  American  College  of 
Obstetrics  and  Gynecology  recommends 
annual  cervical  cytologic  screening. 

Endocervical  and  exocervical  specimens  are 
sent  for  cytologic  analysis.  The  endocervical 
specimen  is  obtained  by  placing  a cotton  swab 
in  the  endocervix.  The  exocervix  specimen  is 
obtained  by  gently  scraping  the  exocervix  with 
a tongue  depressor  or  a wooden  spatula.  The 
material  collected  is  scraped  onto  separate 
labeled  glass  microscope  slides,  promptly 
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sprayed  with  fixative  or  ordinary  hair  spray, 
and  sent  to  a cytologic  laboratory  for  analysis. 

Results  are  reported  as  Class  I (normal), 
Class  II  (inflammatory),  Class  III  (dysplastic  or 
premalignant),  Class  IV  (suspicious  for  malig- 
nancy), and  Class  V (malignant).  If  the  report 
is  Class  III  or  worse,  the  cervix  should  be 
biopsied.  This  ideally  is  done  under  col- 
poscopic  observation.  In  the  absence  of  a 
gynecologist  trained  in  colposcopy,  it  is  ac- 
ceptable to  stain  the  cervix  with  Lugol’s  or 
Schiller’s  iodine  solution  and  to  biopsy  non- 
staining areas,  or  to  perform  a four-quadrant 
biopsy.  In  selected  cases,  a cone  biopsy  of  the 
cervix  may  be  needed. 
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A diagnosis  of  dysplasia  or  carcinoma 
established  bv  biopsy  should  be  treated  by 
conization  or  by  colposcopically  directed  cryo- 
surgery. The  latter  is  especially  suitable  for 
young  women,  because  of  a small  incidence  of 
reproductive  wastage  induced  by  cone  biopsy. 
Cryosurgery  should  never  be  performed  fol- 
lowing a Class  III  or  worse  Pap  smear  unless 
colposcopy  or  conization  has  ruled  out  the 
presence  of  invasive  carcinoma,  which  may  be 
present  despite  a dysplastic  or  negative  smear. 
Similarly,  hysterectomy  should  not  be  per- 
formed following  a Class  III  or  worse  smear 
unless  conization  or  adequate  colposcopy  has 
ruled  out  invasive  cancer.  All  abnormal  cervi- 
cal lesions  should  be  biopsied  no  matter  what 
the  Pap  smear  shows. 

In  the  face  of  Class  III  cytology  or  worse,  and 
a negative  biopsy,  cytology  should  be  repeated 


in  three  months.  A repeat  abnormal  Pap  smear 
should  be  managed  by  conization  and  curret- 
tage.  If  again  negative,  the  Pap  should  be 
repeated  every  3 months  for  a year.  If  cytology 
remains  normal,  annual  follow-up  should  be 
carried  out. 

If  the  histologic  diagnosis  of  invasive  or 
microinvasive  cervical  carcinoma  is  estab- 
lished by  biopsy,  the  patient  must  be  treated 
with  radical  hysterectomy  or  radiation  therapy, 
and  should  be  referred  to  a radiation  on- 
cologist or  gynecologic  oncologist. 

A minority  of  endometrial  carcinomas 
produce  positive  cytology.  An  occasional 
cancer  of  the  fallopian  tube  or  ovary  will 
produce  positive  cytology.  In  these  circum- 
stances, the  history  and  pelvic  examination  will 
usually  suggest  the  diagnosis. 


The  Department  of  Psychiatry, 
University  of  Nebraska  Medical  Center 


THE  Department  of  Psychiatry  has 
recently  celebrated  the  25th 
anniversary  of  the  founding  of 
its  principle  teaching  facility,  the  Nebraska 
Psychiatric  Institute.  Under  the  leadership  of 
Dr.  Cecil  L.  Wittson,  the  Institute  was  founded 
at  a time  when  consideration  was  being  given 
to  the  possible  establishment  of  a large  state 
hospital  in  Omaha.  Dr.  Wittson  believed  that 
the  state  would  be  better  served  by  a smaller 
clinical  facility  providing  diagnostic  service 
and  treatment  of  acute  cases  while  emphasiz- 
ing training  of  mental  health  professionals  and 
research.  Time  has  proven  him  right  as  the 
population  of  the  large  state  hospitals,  now 
called  regional  centers,  has  steadily  declined. 

The  Institute  has  housed  the  College  of 
Medicine’s  Department  of  Psychiatry  and  until 
1975  served  as  the  research,  training,  and 
development  arm  of  the  Department  of  Public 
Institutions.  In  1975,  recognizing  changes  in 
the  delivery  of  mental  health  services  and  the 
changing  needs  of  the  state,  the  Legislature 
placed  the  Institute  completely  under  the 
direction  of  the  Board  of  Regents  of  the 
University. 
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Long  before  the  federal  government  estab- 
lished its  Comprehensive  Community  Mental 
Health  program,  the  Institute  participated  in 
the  establishment  of  community  mental  health 
services  in  various  parts  of  the  state.  Started 
as  demonstration  projects,  these  clinics  proved 
their  usefulness  and  are  now  functioning 
independently. 

Though  training  psychiatrists  has  been  only 
one  of  the  Department’s  educational  missions, 
it  has  been  an  important  one  in  meeting  the 
state’s  needs  for  mental  health  care  both  in 
public  institutions  and  in  private  practice.  In 
the  first  25  years,  133  psychiatrists  completed 
training,  and  of  these  61  percent  remained  in 
the  state  at  least  2 years  and  49  percent  at 
least  5 years. 

After  25  years  of  growth  and  accomplish- 
ment the  departmental  faculty  and  the  In- 
stitute staff  look  forward  optimistically  to  the 
next  quarter  century.  However,  long  and  short 
range  planning  must  take  into  account  trends 
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in  the  economy  and  the  fact  that  public 
support  for  higher  education  is  not  likely  to 
increase  in  the  foreseeable  future.  New  or 
expanded  programs  must  be  self-supporting  or 
be  supported  through  internal  reallocation  of 
resources.  The  Regents’  Planning  Subcom- 
mittee has  already  recommended  greater  self- 
support  for  the  Nebraska  Psychiatric  Institute. 
Clinical  programs  will  need  to  attract  a greater 
number  of  patients  who  are  able  to  pay  for 
care.  At  present  thirty-four  percent  of  our 
patients  are  medically  indigent. 

The  College  of  Medicine  is  reducing  the 
number  of  house  officers  on  campus  and  a 
quota  of  1 1 has  been  set  for  the  Department  of 
Psychiatry.  During  the  decade  1968-1978  the 
average  number  of  house  officers  at  the 
Institute  was  23.  Smaller  programs  will  make 
possible  more  individual  instruction  but  will 
require  some  changes  in  clinical  assignments 
to  prevent  excessive  case  loads  or  unduly 
frequent  on-call  duty  for  the  house  staff. 

Teaching  medical  students  to  diagnose  and 
treat  mental  disorders  is  the  most  important 
activity  of  the  Department.  Sixty  percent  of 


patients  with  mental  illness  are,  and  should  be, 
treated  by  primary  care  physicians.  As  well  as 
caring  for  these  psychiatric  patients,  the 
primary  practitioner  deals  with  emotional 
problems  contributing  to  or  resulting  from 
diseases  of  other  systems.  Psychiatry  is  taught 
in  all  4 years  of  the  medical  curriculum.  In  the 
preclinical  period  the  student  receives  in- 
struction in  the  behavioral  sciences  and  basic 
psychiatry.  In  the  junior  year  there  is  a 
required  8-week  clinical  clerkship,  and  elec- 
tives are  offered  in  the  senior  year. 

The  faculty  includes  psychiatrists,  psy- 
chologists, social  workers,  educational  thera- 
pists, occupational  therapists,  rehabilitation 
counselors,  clinical  pharmacists,  psychophy- 
siologists, biochemists,  psychiatric  nurses,  and 
an  ethicist.  In  addition  to  participating  in  the 
instruction  of  326  medical  students  during  the 
past  year,  the  Department  contributed  to  the 
training  of  2513  other  health  professionals 
(including  persons  registered  in  continuing 
education  courses).  Research  is  an  integral 
part  of  faculty  activity  and  during  the  past  year 
members  of  the  Department  of  Psychiatry 
published  69  books  and  journal  articles. 
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Down  Memory 

1.  Frankly,  I believe  we  have  no  right  to  sit 
complacently  by  and  permit  a steadily  increas- 
ing death  rate  from  appendicitis  to  continue 
without  a heroic  effort  to  stop  it. 

2.  Tuberculosis  is  looked  upon  too  much  as 
a disease  only  of  the  lungs,  and  not  enough  as  a 
general  systemic  state  recognizable  only  by  a 
thorough  study  of  the  entire  individual  as 
related  to  his  environmental  setting  through- 
out his  entire  life. 

3.  I am  assuming  that  drainage  by  the  ureter 
catheter  is  a surgical  procedure  — minor 
perhaps,  yet,  all  too  frequently  forgotten  in 
favor  of  the  major  procedure. 

4.  The  brilliant  physiologic  results  obtained 
by  the  resection  of  the  sympathetic  ganglia 
have  stimulated  interest  in  numerous  medical 
centers,  until  today  it  is  felt  that  the  treatment 
of  vascular  diseases  have  been  revolutionized 
and  there  is  a new  ray  of  hope  for  this 
unfortunate  group  of  individuals,  who  hereto- 
fore were  faced  with  gangrene  and  amputation. 

5.  Cheesy  plugs  that  are  frequently  seen  in 
the  tonsils  of  adults  have  no  particular 

The  Letter  Box 

To  the  Editor: 

“Cancer  1981/Cancer  2001  — An  Inter- 
national Colloquium”  will  be  held  in  lieu  of  the 
UT  M.D.  Anderson  annual  Clinical  Confer- 
ence. Dates  for  the  Colloquium  will  be  Nov. 
10-14,  1981,  at  the  Shamrock  Hilton  Hotel, 
Houston,  Texas.  On  the  10th  anniversary  of 
the  National  Cancer  Program,  outstanding 
authorities  will  take  a hard  look  at  the 
directions  cancer  research  and  treatment 
should  take  in  the  near  future.  Presentations 
will  focus  on  promising  avenues  of  cancer 
research  and  likely  developments  in  related 
fields,  such  as  imaging,  artificial  intelligence 
and  monitoring.  Participants  will  consider  the 
possible  impact  of  likely  developments  on 
cancer  patient  care  and  the  probable  status  of 
cancer  patient  care  in  the  year  2001.  Presenta- 
tions will  be  made  by  both  basic  and  clinical 
scientists. 


Lane 

significance  as  they  are  not  of  the  same 
material  as  pus,  and  unless  they  are  causing 
some  local  disturbance  they  should  not  be 
removed. 

6.  In  the  past  when  tuberculosis  was  more 
common,  it  was  thought  that  90%  of  ano- 
rectal-fistulae  were  tuberculosis;  the  opposite 
is  probably  true  and  about  90%  are  non- 
tuberculous. 

7.  The  Omaha  Medical  society,  the  fore- 
bear of  the  present  Omaha-Douglas  county 
Medical  society,  was  formed  in  1887,  and 
eleven  of  the  charter  members  are  now  living  in 
Omaha. 

8.  We  are  authoritatively  informed  that 
within  the  last  eighteen  months,  three  judg- 
ments totaling  $48,500,  have  been  affirmed  by 
the  Nebraska  Supreme  Court  against  three 
Nebraska  physicians.  All  of  these  physicians 
carried  mal-practice  insurance,  but  only  one 
had  sufficient  protection  to  cover  his  loss. 

The  Nebraska  State  Medical  Journal 
March,  1931 
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For  additional  information:  Dr.  C.  Stratton 
Hill  Jr.,  Conference  Coordinator,  Room  115, 
UT  M.D.  Anderson  Hospital  and  Tumor 
Institute,  6723  Bertner  Avenue,  Houston, 
Texas  77030,  (713)  792-2222 

Dear  Frank: 

My  attention  has  been  brought  to  your 
informative  editorial  on  page  317  of  the 
December  1980  issue  of  the  Nebraska 
Medical  Journal.  Your  editorial  makes  an 
important  point  that  is  too  frequently  over- 
looked by  the  critics  of  our  system  of  delivery 
of  health  care. 

I would  like  your  permission  to  reproduce 
the  editorial  and  send  copies  of  it  to  those  who 
have  been  so  critical  of  the  charges  made  by 
private  practitioners. 

Best  regards, 

E.  J.  Faulkner 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Nilsson,  Donald  C.,  M.D.,  born  January  9, 
1921,  died  November  21,  1980,  University 
of  Nebraska  College  of  Medicine,  graduated 
1944,  practiced  in  Omaha,  Nebraska,  NMA 
and  AMA  member. 


Between  Cases 


Quote  Unquote. 

Pound  for  pound,  the  ameba  is  the  most 
vicious  animal  on  earth. 

Anon. 

The  Editor. 

Chance  of  inspiration:  10  percent. 

The  Only  Civilized  Answer  To 
I’ll  Put  You  On  Hold,  OK?” 

No. 

Good  Lines. 

Giving  up  is  the  ultimate  tragedy. 

Definitions. 

In’ards:  the  stomach,  heart,  soul  and  other 
bowels. 

Bierce. 

Ah,  Life. 

The  cure  is  dying. 

J.W.  Corrington:  The  Actes  and 
Monuments 

Startling  Discoveries  Found  In  The 
Literature. 

Cold  is  good  for  burns. 

Alcohol  makes  rats  happy. 


Department  Of  Radiology. 

Nothing  is  seen  below  the  amputation  of  the 
left  leg. 

DEN. 

The  Other  Party,  I Mean. 

Congress  is  incongruous. 

Why  Does  Medicine  Cost  So  Much? 

Because  basketball  and  baseball  players  are 
getting  $500,000  to  a million  dollars  a year. 

On  Little  Words. 

Short  words  are  bold. 

Gellett  Burgess. 

Section  On  Poetry. 

I never  found  that  people  who  were  learned 
in  logarithms  and  other  kinds  of  poetry  were 
any  quicker  in  washing  dishes  or  darning 
socks. 

Christopher  Morley:  Parnassus  on  wheels. 

Words  I Can  Do  Without. 

As  per,  if  I may,  if  you  will,  may  I ask  a 
question,  horrendous. 

Before  & After. 

Patient  began  feeling  ill  one  week  before 
prior  to  his  hospital  admission. 

F.C. 
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Omaha,  NE  68122  (Reinstated) 

Marvyn  B.  Francis,  M.D. 

201  E.  20th  Ave. 

Bellevue,  NE  68005  (Reinstated) 

Martin  W.  Durkin,  M.D. 

4009  Avenue  B 
Scottsbluff,  NE  69361 

Richard  S.  Yates,  M.D. 

770  N.  Cotner,  Ste.  220 
Lincoln,  NE  68505 

Oswald  Berrios,  M.D. 

4040  W.  Capitol  Ave. 

Grand  Island,  NE  68801 

Matthew  Bosley,  M.D. 

418  W.  Division 
Grand  Island,  NE  68801 

Randall  D.  Morton,  M.D. 

2350  N.  Clarkson 
Fremont,  NE  68025 

David  F.  Demuth,  M.D. 

York,  NE  68467 

Jim  Monaghan,  M.D. 

Benkelman,  NE  69021  (Reinstated) 
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Washington otes 


Cutting  costs. 

Prime  targets  for  the  cost-cutting  of  the  new 
Administration  and  Congress  would  appear  to 
be  the  government’s  gargantuan  entitlement 
programs  such  as  Social  Security,  Medicare 
and  Medicaid  which  account  for  95  percent  of 
the  $258  billion  budget  of  the  Health  and 
Human  Services  (HHS)  Department.  The 
HHS  budget  is  approximately  one  third  of  the 
Federal  budget. 

The  Reagan  Administration’s  health  budget 
— a reworking  of  the  Carter  budget  — is 
expected  shortly  and  most  likely  will  contain 
sweeping  changes,  particularly  in  the  area  of 
Medicare  and  Medicaid. 

HHS  Secretary  Richard  S.  Schweiker 
pointed  out  during  his  confirmation  hearings 
that  he  would  have  to  work  closely  with 
Congress  as  the  entitlement  programs  are  not 
within  the  Administration’s  control. 

In  Congress,  Reps.  Richard  Gephardt  (D- 
Mo.)  and  David  Stockman  (R-Mich.)  have 
reintroduced  their  pro-competition  national 
health  plan  that  would  end  Federal  health 
planning  and  remove  many  of  the  tax  deduc- 
tions for  private  health  insurance.  Stockman 
has  been  appointed  Director  of  the  Office  of 
Management  and  Budget. 

The  House  and  Senate  have  about  com- 
pleted the  selection  of  committee  members, 
chairmanships,  and  subcommittee  assign- 
ments as  the  lawmakers  buckled  down  for  a 
long  and  arduous  session. 

In  addition  to  whatever  health  legislation 
that  may  be  proposed  by  the  Reagan  Adminis- 
tration, the  Congress  also  faces  the  task  of 
deciding  the  fate  of  a number  of  major  health 
programs  that  expire  this  year.  These  pro- 
grams include  Health  Planning,  HMO’s,  and 
Health  Manpower. 

Certainly  much  of  the  activity  of  the  new 
Congress  will  be  centered  on  the  size  of  the 
health  budget  with  conservatives  determined 
to  make  large  cuts  and  liberals  digging  in  to 
resist  the  inroads. 


Schweiker  & the  HHS. 

Former  Pennsylvania  Senator  Schweiker 
breezed  through  the  Senate  Finance  Commit- 
tee confirmation  hearings  for  his  appointment 
as  HHS  Secretary.  In  addition  to  his  concern 
with  the  entitlement  programs  that  consume  so 
much  of  his  budget  he  said  that  “more 
emphasis  must  be  placed  on  eliminating  fraud, 
waste,  and  abuse.  It  will  be  my  intention  to  give 
strong  support  to  the  Inspector  General’s 
Office  in  this  regard  and  to  work  closely  with 
the  General  Accounting  Office  as  well.” 

As  one  example,  Schweiker  said  that  he 
intends  to  work  with  the  Justice  Department 
to  attack  fraud  and  abuse  of  the  Medicaid 
program. 

In  his  prepared  statement  Schweiker  said,  “I 
believe  the  new  Secretary  must  work  closely 
with  the  new  Administration  and  the  Congress 
to  curb  inflation,  which  has  so  aptly  been 
termed  the  cruelest  tax  of  all  on  the  poor  and 
the  elderly  citizens  who  rely  so  heavily  on  HHS 
programs.” 

Schweiker  also  said  that  the  Reagan  Ad- 
ministration probably  will  not  support  a 
comprehensive  national  health  insurance  pro- 
gram but  that  its  approach  to  the  problem 
might  be  to  combine  catastrophic  coverage 
and  a program  to  fill  in  the  gaps  for  the  10 
percent  of  the  population  who  have  no 
coverage. 

He  said  that  he  was  against  any  federal 
regulation  approach  to  hospital  cost  contain- 
ment, but  that  it  was  his  intention  to  resurrect 
a voluntary  effort  to  reduce  increasing  costs  of 
medical  care.  He  also  said  that  he  would 
reinforce  and  not  threaten  these  programs  with 
antitrust  suits.  He  agreed  with  Senator  David 
L.  Boren  (D-Okla.)  that  a bill  to  set  up  pilot 
programs  for  states  to  experiment  with  cost- 
saving programs  would  be  a good  approach.  He 
said  he  emphasizes  the  competitive  approach 
to  reducing  hospital  costs. 

Schweiker  also  said  that  a lot  can  be  done  in 
home  health  care  delivery,  especially  for  the 
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elderly,  and  he  would  look  at  reimbursement 
procedures  to  encourage  the  reinvestment  of 
resources  in  lesser  costing  health  care  as  an 
alternative  to  putting  elderly  in  nursing  homes. 

Freshman  Senator  Steven  D.  Symms  (R-Id.) 
asked  Schweiker  about  PSROs,  pointing  out 
that  the  AMA  House  of  Delegates  had  recently 
opposed  them  after  originally  supporting 
them.  Schweiker  said  that  PSROs  would  be  at 
the  top  of  the  list  of  programs  for  reevaluation. 
He  said  he  had  made  no  final  judgment,  but 
that  preliminary  figures  indicating  that  PSROs 
are  spending  more  money  than  they  are  saving 
are  discouraging. 

In  response  to  criticism  of  the  Food  and 
Drug  Administration  by  newly  elected  Senator 
Charles  E.  Grassley  (R-Ia.),  Schweiker  said 
that  he  had  led  the  fight  to  oppose  the  banning 
of  saccharine  and  that  the  Delaney  Clause 
needed  to  be  revised. 

There  was  mostly  praise  and  good  wishes 
from  his  colleagues  in  the  Senate  Finance 
Committee,  but  there  was  some  good  humored 
poking  from  the  new  minority  Democratic 
Senators  Russell  B.  Long  of  Louisiana  and 
Daniel  Patrick  Moynihan  of  New  York. 

Long,  the  outgoing  Chairman  of  the  Finance 
Committee,  compared  Schweiker  to  a Gulliver 
going  into  the  land  of  the  Lilliputians. 

Senator  Moynihan  questioned  Schweiker  on 
whether  he  was  going  to  follow  the  Republican 
platform’s  pledge  to  make  a wholesale  transfer 
of  Federal  welfare  programs  to  state  govern- 
ments and  asked  if  Schweiker  intended  to 
repeal  the  Medicaid  program  or  to  transfer  the 
Social  Security  System  to  state  governments. 

Schweiker  said  that  he  did  not  consider  the 
Social  Security  System  to  be  welfare  and  that 
his  first  priority  as  incoming  HHS  Secretary 
would  be  to  maintain  the  integrity  of  the 
system  and  to  solve  its  short  and  long  range 
problems. 

In  response  to  a question  by  Senator  Max 
Baucus  (D-Mont.)  Schweiker  said  he  would 
“like  to  be  remembered  as  the  HHS  Secretary 
who  put  preventive  medicine  at  the  top  of  the 
health  care  agenda.”  He  stated  he  would 
especially  support  research  in  this  area,  and 
that  he  believes  in  an  emphasis  on  keeping 


people  well  to  avoid  disease.  “I’m  a two  mile  a 
day  jogger,”  he  said.  “I  intend  to  continue  my 
efforts  in  health  promotion  and  disease  pre- 
vention within  the  department,  emphasizing 
cost  effective,  preventive  health  care  strate- 
gies.” 


The  budget. 

Former  President  Carter  sent  Congress  a 
$73.5  billion  budget  for  the  government’s 
civilian  health  programs  next  fiscal  year,  up 
from  the  $64.5  billion  this  year.  The  outgoing 
budget  stands  to  be  worked  over  by  the  new 
Reagan  Administration. 

There’s  little  chance  the  overall  totals  will 
differ  much,  since  the  bulk  of  the  Carter 
budget’s  increase  comes  from  inexorable  rises 
in  Medicare  — from  $38.6  billion  to  $45.3 
billion  — and  Medicaid  — from  $15.6  billion 
to  $17.2  billion. 

The  Public  Health  Service  received  a 
miserly  $8.7  billion,  up  5.9  percent,  for  its 
discretionary  health  programs,  several  of  which 
are  being  eyed  by  the  Reagan  Administration 
for  extinction  or  deep  slashes. 

The  Carter  budget  mentions  national  health 
insurance  only  in  passing,  saying  that  it 
continues  to  support  enactment  of  the  Carter 
plan  “when  budget  resources  are  available.”  At 
the  same  time,  the  budget  assumes  Congres- 
sional enactment  of  the  Child  Health  As- 
surance Program  (CHAP)  with  a $50  million 
request.  For  the  first  time  in  three  years,  the 
budget  does  not  assume  Congressional  pas- 
sage of  the  Hospital  Cost  Containment  plan 
that  was  defeated  in  the  last  Congress  and  that 
is  stoutly  opposed  by  the  new  Administration. 

Health  programs  put  down  for  sizeable 
increases  include  Community  Health  Centers, 
National  Health  Service  Corps,  Genetic 
Screening,  Communicable  Disease  Center’s 
health  promotion  programs,  some  of  the 
National  Institutes  for  Health  (NIH)  and  the 
National  Institute  on  Alcohol  Abuse  and 
Alcoholism. 

The  major  cutback  eyed  by  the  outgoing 
Administration  was,  as  usual,  in  medical 
education  through  elimination  of  the  $72 
million  for  capitation  grants  and  $73  million 
for  other  health  professions  education  pro- 
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grams,  including  $48  million  or  nursing  educa- 
tion aid. 

The  lame  duck  budget  says  that  HHS  will 
continue  to  encourage  hospitals  to  keep 
expenditures  from  rising  more  than  14  percent 
this  year  with  “strong  efforts  to  monitor 
hospital  compliance.”  The  budget  seeks  legis- 
lative authority  from  Congress  to  link 
Medicare-Medicaid  reimbursement  to  hos- 
pitals’ compliance  with  local  planning  recom- 
mendations. 

All  of  the  institutes  for  Federal  medical 
research  programs  were  allotted  some  in- 
creases, but  the  total  $255  million  gain  is  only 
7.1  percent  of  the  NIH’s  $3.8  billion  budget. 
With  an  increase  of  $46  million,  the  National 
Cancer  Institute  would  go  over  the  $1  billion 
mark  for  the  first  time.  But  the  increase  was 
the  smallest  percentage  increase  (4.6  percent) 
of  all  the  institutes.  Institutes  allowed  the 
largest  gains  were  Environmental  Health 
Sciences,  Eye,  Aging  and  Neurological. 

The  Carter  budget  proposes  no  change  in 
funding  for  the  Professional  Standards  Review 
Organization  (PSRO)  program,  but  predicts 
that  PSROs  will  save  the  government  $244 
million  through  reducing  the  number  of  Medi- 
care hospital  days  and  reducing  inappropriate 
medical  care.  The  PSRO  program  is  rumored 
to  be  vulnerable  under  the  Reagan  Administra- 
tion. 

The  $33  million  increase,  or  36  percent, 
proposed  for  the  National  Health  Service 
Corps  would  enable  the  Corps  to  swell  its 
strength  to  3,570  people  next  year.  HHS 
Secretary  Schweiker  was  critical  of  the  Corps 
expansion  at  Congressional  Hearings  last  year. 

Health  Maintenance  Organizations  (HMOs) 
would  remain  at  the  same  level  as  last  year 
with  the  loan  and  loan  guarantee  fund  recapi- 
talized with  $17  million  plus  $48  million  for 
grants  for  development  of  new  HMO’s  and 
expansion  of  existing  ones. 

The  Health  Planning  budget  was  stand-pat 
at  $147  million,  possibly  because  the  Reagan 
Administration  is  known  to  be  hostile  to  the 
program.  The  budget  proposes  that  a volun- 
tary incentive  grant  program  of  $13  million  be 
set  up  to  channel  discretionary  funding 
through  the  state  health  planning  agencies  to 
health  systems  agencies.  In  order  to  get  the 
money,  the  HSA’s  would  have  to  establish 


special  cost  containment  programs  for  reduc- 
ing beds  or  construction. 

Nursing  homes. 

The  nursing  home  industry,  which  has 
compared  itself  to  David  fighting  Goliath  in  its 
court  fight  against  proposed  new  government 
regulations,  came  out  victorious,  thanks  to  the 
new  Administration. 

The  regulations  were  a lengthy  list  of 
guarantees  for  patients  such  as  privacy,  access 
to  records,  visiting  hours,  etc.  that  nursing 
homes  claimed  would  cost  them  $500  million  a 
year  to  obey. 

The  proposals  were  issued  as  one  of  the  final 
acts  of  former  HHS  Secretary  Patricia  Harris. 
They  were  swiftly  withdrawn  the  day  after  the 
inauguration  of  President  Reagan.  The  De- 
partment said  “the  potential  impact  on  both 
providers  and  consumers  of  health  care  needs 
to  be  assessed  further.” 

The  notice  of  withdrawal  said  that  Harris 
improperly  ignored  a congressional  order  that 
HHS  consult  a General  Accounting  Office 
study  of  the  impact  of  the  regulations  before 
making  a final  decision.  But  HHS  officials  said 
the  real  reason  was  the  new  HHS  Secretary 
Schweiker  opposed  the  regulations. 


The  decision  by  former  HHS  Secretary 
Harris  not  to  recharter  the  Graduate  Medical 
Education  National  Advisory  Committee 
(GMENAC)  was  a setback  for  supporters  who 
wanted  to  make  the  Committee  a permanent 
advisory  group. 

The  committee  last  year  issued  a lengthy, 
controversial  report  urging  reductions  in  medi- 
cal school  enrollments. 

The  AMA  opposed  making  GMENAC 
permanent.  An  AMA  task  force  warned  that 
this  would  make  it  more  likely  that  GMENAC 
recommendations  would  be  readily  trans- 
formed into  Federal  regulations. 

Harris’  move  leaves  the  option  open  to  new 
HHS  Secretary  Schweiker  to  proceed  on 
GMENAC’s  status.  The  House-passed  Health 
Manpower  bill  last  year  contained  a provision 
cementing  GMENAC’s  status,  but  the  Senate 
bill  was  silent  on  the  subject. 


March  1981 


Nebraska  Medical  Journal  67 


Books 

Reviewed 


Mesmerism;  a translation  of  the  original  scientific  and 
medical  writings  of  Franz  Anton  Mesmer;  translated  and 
compiled  by  'George  Bloch,  Ph.D.;  152  pages;  cloth 
$11.50;  published  1980  by  William  Kaufmann,  Inc.,  Los 
Altos,  California. 

This  book  was  originally  written  in  Latin,  between  1766 
and  1799,  then  in  French  and  German,  and  is  apparently 
only  recently  translated  into  English. 

Mesmer’s  ideas  are  particularly  interesting  because  of 
what  is  being  said  and  done  now  concerning  the  influence 
of  the  mind  on  disease.  You  may  not  agree  with  Mesmer, 
but  the  book  is  delightful.  Mesmer  has  been  called 
charlatan,  but  he  has  almost  convinced  me;  well,  not 
really;  but  I am  glad  to  have  the  book. 

F.C. 

How  to  prepare  for  the  new  Medical  College 
Admission  Test;  by  Hugo  R.  Seibel  and  Kenneth  E. 
Guyer;  287  pages;  paperback  $6.50;  published  1980  by 
Barron’s  Educational  Series,  Inc.,  113  Crossways  Park 
Drive,  Woodbury,  N.Y.  11797. 


This  is  the  third  edition  of  this  book,  and  it  has  been 
completely  revised  to  correspond  with  the  new  MCAT  now 
being  used.  There  is  a 43-page  science  review;  and  four 
model  examinations,  with  answers  and  explanations. 
There  are  timetables  and  self-scoring  charts.  The  model 
examinations  cover  the  fields  of  biology,  chemistry,  and 
physics. 

I think  it  is  an  excellent  book.  I should  not  like  to  take  an 
admission  test  again,  but  if  I did,  I would  read  this  book, 
and  I’ll  bet  I would  pass  the  test.  But  I’m  glad  I don’t  have 
to  try. 

F.C. 


Received 

The  yearbook  of  substance  use  and  abuse;  volume  2; 
edited  by  Leon  Brill,  M.S.S.  and  Charles  Winick,  Ph.D.; 
360  pages;  published  1980  by  Human  Sciences  Press,  72 
Fifth  Avenue,  New  York  10011. 


Coming  Meetings 


“Molecular  Interrelations  of  Nutrition  and 
Cancer”  is  the  topic  of  the  34th  annual 
Symposium  on  Fundamental  Cancer  Research 
to  be  held  in  Houston  at  the  Shamrock  Hilton 
Hotel,  March  4-6,  1981.  The  symposium  will 
focus  on  nutrition  as  it  relates  to  cancer, 
including  physiological  effects  in  the  cancer- 
bearing host;  energy  metabolism  in  tumor 
cells;  and  nutritional  modulation  of  cell  prolif- 
erations, in  vitro  transformation  and  car- 
cinogenesis. Co-chairpersons:  Drs.  Marilyn 
Arnott,  Jan  van  Eys  and  Alexander  Wang. 

For  additional  information:  Stephen  C. 
Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030,  (713) 
792-3030. 

March  19  and  20,  1981;  Health  Care  in  the 
Elderly,  Fourth  Annual  Meeting.  Sponsored 
by  the  University  of  Iowa  Departments  of 
Family  Practice  and  Internal  Medicine  and  the 
Iowa  Gerontology  Project.  Two  day  meeting  of 
varied  presentations  of  many  aspects  of 
geriatric  medicine.  AMA  Category  I 15V2 


hours.  The  visiting  speakers  are  Dr.  Alex 
Comfort  of  UCLA;  Dr.  David  Bentley  of  the 
University  of  Rochester;  Dr.  Maurice  Schnell 
of  East  Carolina  Medical  School  and  Dr. 
James  Patee  of  the  University  of  Minnesota. 
For  information  contact:  Ian  M.  Smith,  M.D., 
Department  of  Internal  Medicine,  University 
of  Iowa  Hospitals,  Iowa  City,  Iowa  52242; 
(319-356-2727). 

Anticoagulant  and  Antiplatelet  Therapy  in 
Cardiovascular  Disease,  Saturday,  May  2, 
1981;  Nebraska  Center  for  Continuing  Educa- 
tion, 3300  Holdrege  Street,  Lincoln,  Nebraska; 
sponsored  by:  Lincoln  Division,  Nebraska 
Affiliate,  American  Heart  Association 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  2-5,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 

CLINICAL  CYTOPATHOLOGY  FOR  PA- 
THOLOGISTS, POSTGRADUATE  COURSE 
The  Twenty-second  Postgraduate  Institute 
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for  Pathologists  in  Clinical  Cytopathology  is  to 
be  given  at  The  Johns  Hopkins  University 
School  of  Medicine  and  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland,  March  22  - 
April  3,  1981.  The  full  two  week  program  is 
designed  for  pathologists  who  are  Certified  (or 
qualified)  by  the  American  Board  of  Pathology 
(PA),  or  their  international  equivalents. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Medicinews 

William  Lete  Shearer 
Memorial  Library  Fund 

A medical  library  fund  has  been  established 
through  the  University  of  Nebraska  Founda- 
tion to  honor  the  memory  of  Dr.  William  L. 
Shearer,  a prominent  Omaha  oral  surgeon  who 
pioneered  plastic  surgery  techniques.  Initial 
gifts  have  been  made  by  family,  colleagues, 
and  former  students  of  the  University  of 
Nebraska  College  of  Medicine. 

Will  Shearer  was  born  in  a log  cabin  on  July 
6,  1880,  on  a farm  near  Fennimore,  Wisconsin. 
He  traveled  with  his  family  by  covered  wagon 
to  Ashland,  Nebraska.  He  moved  with  his 
family  to  Elkhorn  and  eventually  to  Omaha. 
Soon  after  arrival  in  Omaha,  his  father  was 
fatally  injured  in  a buggy  accident.  He  became 
a janitor  in  the  office  of  a dentist,  Dr.  Wirtz, 
where  he  learned  the  skills  of  mechanical 
dentistry  in  the  laboratory.  He  eventually 
became  the  laboratory  technician  in  the 
thriving  dental  practice. 

Will  Shearer  entered  the  Omaha  Medical 
College  at  the  age  of  19.  For  three  years  he 
attended  both  the  Medical  College  and  the 
Dental  School  which  was  in  the  same  building. 
After  the  completion  of  Dental  School  and 
three  years  of  Medical  School,  Dr.  Shearer 


Application  is  to  be  made  before  January  28, 
1981.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205,  U.S.A. 

The  entire  course  is  given  in  English. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  June 
7-11,  1981,  Chicago,  Illinois 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 


went  to  Chicago  to  study  under  Dr.  Brophy, 
the  foremost  surgeon  in  the  country  at  that 
time  in  the  area  of  clefts  of  the  palate  and  lip. 
Dr.  Shearer  obtained  a masters  degree  from 
the  University  of  Chicago  in  1905.  He  then 
returned  to  Nebraska  where  he  joined  the  oral 
surgery  faculty  at  Creighton  University.  He 
completed  his  medical  education  there  and 
received  his  M.D.  degree  in  1916.  He  returned 
to  the  University  of  Omaha  and  received  a 
bachelor  of  arts  degree  in  1920. 

Dr.  Shearer  joined  the  University  of  Ne- 
braska College  of  Medicine  faculty  in  1927  as 
the  head  of  the  Section  of  Oral  Plastic  Surgery. 
He  developed  an  early  alveolectomy  technique, 
among  many  other  surgical  procedures.  He 
also  designed  numerous  surgical  instruments. 

Dr.  Shearer  was  a founder  of  the  American 
Association  of  Oral  and  Plastic  Surgeons 
which  later  became  known  as  the  American 
Association  of  Plastic  Surgeons.  He  served  as 
President  of  that  organization.  He  was  certi- 
fied by  the  American  Board  of  Plastic  Surgery. 
He  was  President  of  the  Nebraska  Dental 
Association  in  1925.  He  was  organizer  of  the 
Nebraska  Chapter  of  the  American  College  of 
Surgeons  and  later  served  as  Governor.  He 
achieved  membership  in  Phi  Beta  Kappa  and 
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Alpha  Omega  Alpha  honoraries.  He  served  as  a 
member  of  the  Board  of  Trustees  and  Regents 
of  the  University  of  Omaha. 

Dr.  Shearer  became  professor  emeritus  at 
the  University  of  Nebraska  College  of  Medi- 
cine in  1948.  He  was  elected  to  Nebraska’s 
Dentistry  Hall  of  Fame  and  was  an  honorary 
member  of  39  state  medical  and  dental 
societies.  He  w'rote  numerous  articles  and 
published  a book  on  surgery  for  clefts  of  the 
palate  and  lip  in  1967. 

Dr.  Shearer  remained  active  in  the  medical 
world  until  he  was  in  his  80’s.  He  died  in  St. 
Paul,  Minnesota,  in  1971.  Former  students  and 
colleagues  who  knew  him  well  described  Dr. 


Shearer  as  the  epitome  of  a superb  surgeon,  a 
dedicated  man  with  a keen  mind,  a warm  heart 
and  skillful  hands. 

Those  who  wish  to  contribute  to  the 
endowed  fund,  income  of  which  will  be  used  for 
the  enrichment  of  University  Medical  Center 
library  activities,  may  make  their  checks  out 
to:  University  of  Nebraska  Foundation,  for 
William  Lete  Shearer  Memorial  Library  Fund; 
and  send  it  to  University  of  Nebraska  Founda- 
tion, P.0.  Box  30186,  Lincoln,  Nebraska 
68503. 

Merle  M.  Musselman,  M.D. 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska  68105 
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Henceforth,  Little  John,  we  rob  from  ye  insurance 
companies,  and  give  it  back  to  ye  doctors! 
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Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Eonley 


MEDICAL 


SLPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


All  I said  was,  “Your  troubles  are  over, 
you  only  have  a month  to  live.” 


CHECK  YOUR  WAITING  ROOM. 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


A great  way  ot  life. 


You’re  familiar  with  them  by  now  — 
neys,  accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you're  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that's  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 

Contact  (call  collect): 

Capt.  Archie  Summerlin,  1 1 6 South  42nd  St. 
Omaha,  NE  (402)-221 -431  9 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 
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Hugo  Heyn 
Company 

Your  Headquarters  For 
Lanier  Business  Products 

4225  Cuming  Street 
Omaha,  NE  68131 
(402)  556-2700 
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’hysicians'  Classified— 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

EMERGENCY  PHYSICIAN:  Regional  trauma 
center  servicing  Western  Nebraska  has  key  opening 
for  career  emergency  physician.  Excellent  salary 
and  work  schedule.  Included  are  pension  and  profit 
sharing,  paid  CME,  relocation  allowance,  paid 
malpractice,  health,  life  and  disability  insurance. 
Send  CV  to:  S.  Lee,  CPC,  P.O.  Box  8013,  Fresno, 
CA  93747. 

DIRECTOR  OF  MEDICAL  EDUCATION 
position  available  at  Nebraska  Methodist  Hospital. 
Contact  C.  Lee  Retelsdorf,  M.D.,  Medical  Director, 
Nebraska  Methodist  Hospital,  8303  Dodge  Street, 
Omaha,  NE  68114.  Phone  (402)  390-4448. 

FAMILY  PRACTICE  OR  FREE  STANDING 
EMERGENCY  CENTER:  For  sale  or  lease  with  or 
without  equipment,  can  accommodate  4-man  prac- 
tice, built  in  1979  in  west  suburb  of  Omaha, 
Nebraska.  Complete  lab,  x-ray,  very  reasonable. 
(312)  960-5406  or  (312)  986-5922. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.#  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


You  rub  the  sore, 

When  you  should  bring  the  plaster. 
Shakespeare:  The  Tempest 


PHYSICIAN:  Nebraska  license.  Wishes  part 
time  position  in  or  near  Lincoln.  Telephone  (402) 
475-8645. 


DO  NOT  APPLY  FOR  THIS  POSITION  UN- 
LESS: you  are  a highly  intelligent,  vigorous, 
versatile,  flexible,  and  dedicated  PSYCHIATRIST 
who 

— is  boarded  or  board  eligible  and  can  qualify  for 
Nebraska  license 

— is  interested  in  mental  health  problems  of  rural 
America 

— wants  to  work  with  a well-trained,  highly- 
motivated  staff  of  professionals  and  parapro- 
fessionals 

— wants  varied  and  fascinating  clientele 
— wants  unparalleled  opportunity  to  develop  a 
private  practice 

— wants  to  work  in  a well-established  medical 
community 

— wants  to  work  in  a small,  progressive  city  where 
you  can  walk  the  streets  safely  after  dark 
— wants  an  excellent  place  to  raise  children 
— salary  negotiable 

CONTACT  Doctor  Richard  A.  Sanders,  Director, 
Northern  Nebraska  Comprehensive  Mental  Health 
Center,  109  North  15th  Street,  Suite  22,  Norfolk, 
Nebraska  68701. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSS* 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinli  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. “Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D,S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  , 10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

V/z  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  071 10 

Please  see  back  cover. 


equire 


3-system  counterattack 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 

Please  see  reverse  side  for  summary  of  product  information. 




ROCHE 
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Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital  j 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 
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Feefingsvs 

Some  people  feel  that  I am  misused  and  overused 
and  that  Fm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  u weak,  ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 


Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they've  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians’  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam/Roche)  (jv  , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome; 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction  prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  Intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d , alcoholism.  10  mg  t.i  d or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
ad|unctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d adjunctively  in  convulsive  disorders,  2 to  10 
mg  b i d to  q i d Geriatric  or  debilitated  patients  2 to 
21/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to 
2VS  mg  t i d or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium® (diazepam/Roche)  Tablets.  2 mg, 

5 rng  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10  Prescription  Paks  of  50,  available  in  trays  of  10. 


Roche  Laboratories 

ROCHE > Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  [8'/£  x 11  in.  (22  x 28  cm)]  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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SURE  CURE  FOR 
PAPERWORK  HEADACHES 


HUGO  HEYN  COMPANY 

Distributors 

LANIER  Business  Products 

4225  Cuming  Street 
Omaha,  NE  68131 
(402)  556-2700 


just  about  all  the  time  and 
tedium  out  of  recording, 
organizing,  maintaining 
and  retrieving 
essential  information! 
Ask  Hugo  Heyn  Co., 
your  local  Lanier 
distributor,  for  a 
complete  diagnosis 
of  your  particular 
case.  It  won’t  cost 
a penny  and  it 
could  give  you  a 
whole  new,  dollar 
saving  lease  on  your 
record  processing  life. 


Sick  and  tired  of 
sorting  out  patient 
histories,  billing 
information,  collection 
data,  correspondence 
and  frequently 
prescribed 
medicines  and 
therapies  the  hard 
way?  Lanier  has  a 
cure  that  can  put 
an  end  to  your 
record  keeping 
problems.  It’s  called 
“Records  Keeping  Smart 
Disc”™  and  it  knocks 
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We’re  looking  for  doctors  who 
think  they  don’t  need  a computet: 


Because  they  think  a computer  is 

too  expensive. 

The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 

• Third  party  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  414  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 

designed  to  blend  smoothly  into 

solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support. 

Because  they  haven ’t  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360:  in  California 
(800)  772-2655 . . . or  write  for  our 
brochure. 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP' 

INCORPORATED 

1100  Larkspur  Landing  Circle,  Larkspur,  CA  94939 

Atlanta.  Birmingham.  Boston.  Buffalo.  Charlotte.  Chicago.  Cleveland.  Columbus.  Dallas.  Denver  Detroit. 

Hartford.  Houston.  Indianapolis.  Irvine.  Kansas  City.  I .os  Angeles.  Memphis.  Miami.  Minneapolis,  Nashville. 

New  Orleans.  New  York  City.  Norfolk.  Oklahoma  City.  Philadelphia.  Phoenix.  Pittsburgh.  Portland.  Salt  Like 
City.  San  Diego.  San  Francisco,  Seattle.  St.  Louis. Tcimpa.  Washington.  D C 


works  well  in  your  office. . . 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  ozand  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN"  Ointment— for  the  office,  for  the  home. 

(polymyxin  B bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  llecause  of  the  potential  hazard  of  nephro 
toxicity  and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  otherextensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin  containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica 
tion  Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions.  prolonged  use  may  result  in  overgrowth  of  non 
susceptible  organisms,  including  fungi  Appropriah 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un 
common  cutaneous  sensitizer.  Articles  in  the  curren 
literature  indicate  an  increase  in  the  prevalence  o 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro 
toxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes 
sional  Services  Dept  PML. 

/ Burroughs  Wellcome  Co. 
r^T\  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  6061 1 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 
Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd„  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


METHODIST  hospital 

1981  Graduate 
Medical  Assembly 

Orthopedics  for  the 
Primary  Care  Physician 

April  10-11,  1981 

A two-day  continuing  education  program  in  ortho- 
pedics for  primary  care  physicians  and  internists  will 
be  held  at  the  Methodist  Hospital,  8303  Dodge  St., 
Omaha,  Nebraska  on  April  10-11,  1981. 

Upon  completion  of  the  course,  the  primary  physician 
will  recognize  common  musculoskeletal  problems  and 
be  able  to  implement  new  orthopedic  procedures  and 
immobilization  techniques. 

As  an  organization  accredited  for  continuing  medical 
education,  Methodist  Hospital  certifies  that  this  con- 
tinuing medical  education  offering  meets  the  criteria 
for  eight  hours  of  credit  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association,  provided  it  is  used  and  completed  as 
designed. 

This  course  is  acceptable  for  eight  prescribed  hours 
by  the  American  Academy  of  Family  Physicians. 

For  more  information,  please  contact,  Stanley 
Bach,  M.D.,  Methodist  Hospital,  8303  Dodge  St., 
Omaha,  NE  68114,  402-390-4035. 
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OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
9110  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681  14 


A Seminar 

On  Advances  in  Clinical  Pediatrics 
June  17-19,  1981 
Sylvan  Lake  Resort 

Custer,  South  Dakota 

★ 

Organized  by 

The  University  of  South  Dakota 
School  of  Medicine 
Department  of 

Pediatrics/Adolescent  Medicine, 

The  South  Dakota  Chapter  of  the 
American  Academy  of  Pediatrics, 
and 

The  Rapid  City  Rural  Area  Health 
Education  Center 
For  Information  Contact 
Charles  R.  Rose,  Director 
Continuing  Health  Education 
The  University  of  South  Dakota 
2501  W.  22nd  St. 

Sioux  Falls,  SD  57105 
Ph.  (605)  339-6648 


WashingtoN otes 

Some  $4  billion  of  the  Reagan  Administra- 
tion’s proposed  $41  billion  budget  cuts  will  be 
sliced  from  health  programs  under  the  domain 
of  the  Department  of  Health  and  Human 
Services  (HHS).  And  additional  custs  in  all 
sectors  will  be  listed  in  the  President’s  full 
revision  of  the  budget  for  the  fiscal  year 
beginning  this  October  — fiscal  year  1982. 

The  cuts  for  health  from  previously  pro- 
jected spending  levels  featured  $2.7  billion  in 
savings  through  consolidation  of  HHS  cate- 
gorical grant  programs  and  a 25  percent 
rollback  in  the  total  federal  contribution.  A cap 
on  federal  payments  for  the  Medicaid  program 
would  trim  the  U.S.  budget  by  $1.2  billion. 

Other  proposed  HHS  cuts  included:  health 
planning,  $100  million;  Professional  Standards 
Review  Organizations  (PSROs),  $15  million; 
National  Institutes  of  Health  (NIH),  $197 
million;  Health  Professions  Education,  $280 
million;  Health  Maintenance  Organizations 
(HMOs),  $24  million;  Public  Health  Service 
hospitals,  $110  million;  National  Health  Serv- 
ice Corps  (NHSC)  scholarships,  $31  million. 

All  told,  HHS  budget  authority  would  be 
reduced  by  $5.2  billion  and  outlays  by  $6.9 
billion  in  fiscal  1982.  More  than  $1  billion  of 
this  represents  slashes  in  welfare  spending. 
For  the  current  fiscal  year  that  ends  in 

(Continued  on  page  22) 


10-A  Nebraska  Medical  Journal  April  1981 


\ 


* J 


When  exposure  to  rabies  is 
suspected,  Hyperab R Rabies 
Immune  Globulin  (Human) 
is  the  product  of  choice. 

Hyperab”  is  recommended 
by  the  U.S.  Public  Health 
Service  and  the  American 
College  of  Surgeons. 

Antirabies  serum  of  equine 
origin  produces  serum  sick- 
ness in  approximately  40% 
of  adults  and  15%  of  children. 
Anaphylactic  shock 
may  occur. 

Hyperab,”  the  only  rabies 
immune  globulin  of  human 
origin  virtually  eliminates 
these  hazards.  Ho  serious  side 
effects  have  been  reported 
with  its  use. 

Hyperab " is  readily  avail- 
able in  convenient  dosage 
form.  Tb  order,  contact  an 
authorized  Cutter  Biological 
dealer  or  Cutter  distribu- 
tion center. 


Rabies  Immune 
Globulin(Human) 


Cutter  Biological 

Division  of  Cutter  Laboratories,  Inc. 
Berkeley,  California  94710 
See  next  page  for  brief  summary  of 
prescribing  information. 


Hyperab 

RABIES  IMMUNE 
GLOBULIN  (HUMAN) 

DESCRIPTION 

Rabies  Immune  Globulin  (Human)  — Hyperab*  is  a 
sterile  solution  ot  antirabies  gamma  globulin  (IgG)  con- 
centrated by  cold  alcohol  fractionation  from  plasma  of 
donors  hyperimmunized  with  rabies  vaccine  Hyperab* 
globulin  is  a 16  5%  ± 1 5 solution  of  gamma  globulin 
from  venous  blood  in  0 3M  glycine,  preserved  with 
1 10,000  Thimerosal  (a  mercury  derivative)  Its  pH  is  ad- 
lusted  with  sodium  carbonate  The  product  is  stan- 
dardized against  USA  Standard  Antirabies  Serum  The 
USA  unit  of  potency  is  equivalent  to  the  International 
Unit  (IU)  for  rabies  antibody 

This  product  is  prepared  from  human  venous  plasma 
Each  individual  unit  of  plasma  has  been  found  nonreac- 
tive for  hepatitis  B surface  antigen  using  the  radio- 
immunoassay method  of  counter-electrophoresis 

INDICATIONS 

Treatment  of  rabies,  once  clinical  disease  becomes 
apparent,  is  rarely  if  ever  successful  Rabies  vaccine 
(duck-embryo  origin,  Lilly  Laboratories)  with  or  without 
Rabies  Immune  Globulin  (Human)  — Hyperab®  should, 
therefore  be  given  to  all  persons  suspected  of  exposure 
to  rabies,  particularly  to  severe  exposure  Whenever 
possible,  Hyperab®  globulin  should  be  injected  as 
promptly  as  possible  after  exposure  If  initiation  of 
treatment  is  delayed  for  any  reason,  however,  Rabies 
Immune  Globulin  (Human)  should  be  given  just  the 
same,  regardless  of  the  interval  between  exposure  and 
treatment 

Rabies  virus  is  usually  transmitted  by  the  bite  of  a 
rabid  animal,  but  can  occasionally  penetrate  abraded 
skin  with  the  saliva  of  infected  animals  Progress  of  the 
virus  after  exposure  is  believed  to  follow  a neural  path- 
way, and  the  time  between  exposure  and  clinical  rabies 
is  a function  of  the  proximity  of  the  bite  (or  abrasion)  to 
the  central  nervous  system  and  the  dose  of  virus  in- 
jected The  incubation  is  usually  2 to  6 weeks,  but  can 
be  longer  After  severe  bites  about  the  head  and  neck,  it 
may  be  as  short  as  10  days 

After  initiation  of  the  vaccine  series,  it  takes  2 weeks 
or  longer  for  development  of  immunity  to  rabies  Since 
most  vaccine  failures  have  occurred  in  cases  of  severe 
exposure,  the  value  of  immediate  immunization  with 
preformed  rabies  antibody  cannot  be  over-emphasized 

Recommendations  for  use  of  passive  and/or  active 
immunization  after  exposure  to  an  animal  suspected  of 
having  rabies  were  detailed  by  WHO,  and  by  the  US 
Public  Health  Service  Advisory  Committee  on  Immuni- 
zation Practices  (ACIP), 

INJECTION  PROCEDURE 

A portion  of  the  Hyperab®  globulin  dose  should  be 
used  to  infiltrate  the  wound  The  rest  is  injected  intra- 
muscularly 

CONTRAINDICATIONS 

Rabies  Immune  Globulin  (Human)  — Hyperab®  is 
contraindicated  in  repeated  doses,  once  vaccine  treat- 
ment has  been  initiated  Repeating  the  dose  may  bring 
about  interference  with  full  expression  of  active  immunity 
expected  from  the  vaccine  Hyperab®  globulin  is  also 
contraindicated  in  individuals  who  are  known  to  have  an 
allergic  response  to  gamma  globulin  or  thimerosal, 

PRECAUTIONS 

NEVER  ADMINISTER  Hyperab®  globulin  INTRA- 
VENOUSLY 

ADVERSE  REACTIONS 

Slight  soreness  at  the  site  of  injection,  and  slight  tem- 
perature elevation,  may  be  noted  at  times.  Sensitization 
to  repeated  injections  of  human  globulin  is  extremely  rare 

In  the  course  of  routine  injections  of  a large  number  of 
persons  with  human  gamma  globulin,  there  have  been 
a few  isolated  occurrences  of  angioneurotic  edema,  ne- 
phrotic syndrome,  and  anaphylactic  shock  after  injec- 
tion Because  of  their  rarity,  it  is  difficult  to  determine 
whether  such  reactions  are  incidental,  or  causally 
related  to  the  gamma  globulin 

No  instances  of  transmission  of  hepatitis  B (homolo- 
gous serum  jaundice)  have  been  reported  from  the  use 
of  human  gamma  globulin  prepared  by  fhe  fractionation 
methods  employed  by  Cutter  Laboratories,  Inc 

HOW  SUPPLIED 

Rabies  Immune  Globulin  (Human)— Hyperab*  is 
packaged  in  2-ml  and  10-ml  vials  with  a potency  of  150 
International  Units  per  ml  (lU/ml  ) The  2-ml  vial  con- 
tains a total  of  300  IU  which  is  sufficient  for  a child 
weighing  15  kg  (33  1b)  The  10-ml  vial  contains  a total 
of  1500  IU  which  is  sufficient  for  an  adult  weighing  75 
kg  165  lb  ) 


WHY  I’M 
AUNITEDWAY 
VOLUNTEER 


Home:  Seattle,  Washington 
Career:  Artistic  Director 

Age:  57 

Married:  Four  children 

Interests:  Drama,  writing,  travel 
and  volunteering  for  United  Way 


"Getting  involved  is  more  than 
signing  a pledge  card  once  a year. 
It  means  giving  some  time. 

"Between  my  job  and  my  family,  I 
don't  have  much  time  to  give.  But  I 
do  know  the  hours  I devote  to 
United  Way  make  a difference.  A 
real  difference. 

"That's  because  United  Way  is  an 
organization  that  works.  It's  made 
up  of  all  kinds  of  people -volun- 
teers-working  hard  and  making 
tough  decisions  to  meet  the  com- 
munity's human  care  needs. 

"More  than  anything.  United  Way 
takes  me  out  of  the  make-believe 
world  I work  in,  into  the  drama  of 
human  life. 

"Volunteering  for  United  Way  is 
more  than  what  I ask  of  myself,  it's 
what  I owe  myself . . . and  my 
community" 


Thanks  to  you... 
it  works... 
for  ALL  OF  US  Unibed  Way 


\ Public  Service  of  This  Magazine  & The  AtJvertsing  Council 


GET  FACTS 

NOW! 


The  AMS  404  is  a highly  sophisticated  medical 
information  system  designed  to  streamline  the  most 
cumbersome  and  time  consuming  tasks  that  your 
office  staff  face  daily.  By  taking  advantage  of  its 
inherent  minicomputer  capabilities,  you  can 
electronically  store,  retrieve,  and  manipulate  pertinent 
patient  information  on  command  to  automatically 
process  all  insurance  claims,  produce  billing  records, 
and  access  schedule  appointments.  No  longer  will  you 
be  sorting  through  endless  ledger  sheets  to  find 
account  balances.  Hours  of  non-productive  time  once 
spent  in  photocopying  monthly  statements  and  I.R.S. 
required  annual  sen/ice  summaries  for  patients  can 
now  be  more  effectively  utilized. 


ACCOUNTS  RECEIVABLE . SERVICE  REPORT  ANALYSIS . STATEMENTS  • ETC. 


Contact: 

Gary  L.  Green  or  Don  Spies 
COMPUTER  SYSTEMS,  INC. 
940  No.  27th 
Lincoln,  NE  68503 


CALL  402/474-2800  TODAY  FOR  A DEMONSTRATION  OR  FURTHER  INFORMATION. 


Clarkson  Hospital 

DOCTORS  BUILDING  COMPLEX 

...  a convenient  and  modern  office  setting  custom  designed  to  your  needs. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 

Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota,  Dixon,  Knox, 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 

Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace.  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 

Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield. 
Grant.  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas.  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill.  Scotts  Bluff,  Sioux. 
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NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central . , 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 


Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Gary  Vandewege,  Alliance Wendell  Fairbanks,  Alliance 

William  W.  Lyons,  III,  Kearney  . . Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph.  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 


Eugene  Sucha,  WTest  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 


. Martin  F Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J Billerbeck,  Randolph Robert  B.  Benthack.  Wayne 


Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson.  Beatrice 

James  R.  Adamson,  Grand  Island.  . Gordon  D.  Francis,  Grand  Island 
John  C.  Wilcox,  Aurora  Kenneth  R.  Treptow,  Aurora 


D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor.  Lincoln Paul  Collicott,  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 


Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 


. Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

. . Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr..  Wahoo Robert  E.  Morris.  Wahoo 

. Robert  Calkins,  Scottsbluff David  Imes,  Gering 

. . . Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting,- Hebron Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook ...  David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor'  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae ),  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients 
CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIOENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS.  ANO  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs 
the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  m transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling  s 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP.  Lilly) 

Usage  m Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
m mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis.  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT.  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  (iobobor) 

• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
References 

1 Antimicrob  Agents  Chemother , 5 91 . 1975 

2 Antimicrob  Agents  Chemother  ,7  7 470,1977 

3 Antimicrob  Agents  Chemother  , 73  584.  1978 

4 Antimicrob  Agents  Chemother , 12  490.  1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler 
and  R Luthy).  II  880  Washington,  D C American 
Society  for  Microbiology.  1978 

6 Antimicrob  Agents  Chemother . 73  861 , 1978 

7 Data  on  file,  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  GL  Mandell,  R G Douglas,  Jr . and  J E 
Bennett),  p 487  New  York:  John  Wiley  & Sons,  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefac  or 


Pulvules1- . 250  and  500  mg 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg..  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
740  Keeline  Bldg.,  319  South  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community’  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D..  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St..  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary' 

1007  Lincoln  Benefit  Life  Bldg..  Lincoln  68508 


Nebraska  Dietetic  Association 

Charlotte  Kern  R.D..  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L"  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary' 

1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary’ 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road.  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 
Allen  D.  Dvorak,  M.D.,  President 
9733  Brentwood  Road,  Omaha  68114 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor  for  Neb. 

Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean.  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D..  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “O”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Bobbie  Frerichs,  CMA-A.  President 
7125  Starr  St.,  Lincoln  68505 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society- 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsv  of  Nebraska 
M rs.  Cardie  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D.  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

Russell  L.  Gorthey,  M.D.,  Lincoln President 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney;  John  D.  Coe,  M.D.,  Omaha 
AMA  Alternate  Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha 
Delegate  to  the  North  Central  Medical  Conference  — Dwaine  J.  Peetz,  M.D.,  Neligh 


BOARD  OF  DIRECTORS 


Russell  L.  Gorthey,  M.D.,  Chm Lincoln 

Carlyle  E.  Wilson,  Jr„  M.D.,  Vice-Chm Omaha 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Charles  W,  Landgraf,  Jr.,  M.D Hastings 

Herbert  E.  Reese,  M.D Lincoln 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Paustian,  M.D Omaha 

Ex-Officio: 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Louis  J.  Gogela,  M.D Lincoln 


COMMISSION  ON  ASSOCIATION  AFFAIRS 


Dwaine  J.  Peetz,  M.D.,  Chm Neligh 

Louis  W.  Burgher,  M.D Omaha 

Louis  J.  Gogela,  M.D Lincoln 

Clyde  L.  ’Kleager,  M.D Hastings 

Joseph  C.  Scott,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Mr.  Joe  Stavas Omaha 

LIAISON  SUB  COMMITTEE  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

Joseph  C.  Scott,  M.D.,  Chm Omaha 

Arnold  W.  Lempka,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Bernard  F.  Wendt,  M.D Lincoln 

Mr.  Patrick  A.  Smith Omaha 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Patrick  E.  Clare,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

John  G.  Yost,  M.D Hastings 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chm Lincoln 

S.  I.  Fuenning,  M.D Lincoln 

Charles  W.  Newman,  M.D Lincoln 

John  G.  Yost,  M.D Hastings 

George  F.  Sullivan,  RPT Lincoln 

Wayne  Wagner,  AT Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 

Dean  A.  McGee,  M.D.,  Chm Omaha 

Paul  E.  Collicott,  M.D Lincoln 

Stephen  W.  Carveth,  M.D Lincoln 

Kenneth  F.  Kimball,  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

Charles  A.  Field,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

John  W.  Goldkrand,  M.D Omaha 

Glenn  L.  Haswell,  M.D Omaha 

Robert  Nelson,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Mary  Soentgen,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  M.  Stryker,  M.D..  Chm Omaha 

Dale  W.  Ebers,  M.D.,  Convention  Chm Lincoln 

James  R.  Brown,  M.D Omaha 

Richard  A.  Cottingham,  M.D McCook 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Carl  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

John  D.  Coe,  M.D Omaha 

William  Doering,  M.D Franklin 

Darroll  J.  Loschen,  M.D York 

John  F.  Porterfield,  M.D Lincoln 

Donald  F.  Prince,  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Chm Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Glen  F.  Lau,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

A.  L.  Smith,  Jr.,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  J.  Stein,  M.D.,  Chm Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Wendell  L.  Fairbanks,  M.D Alliance 

Michael  J.  Haller,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

William  B.  Long,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

James  R.  Adwers,  M.D Omaha 

James  G.  Carlson,  M.D Verdigre 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Arnold  W.  Lempka,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Roger  P.  Massie,  M.D Plainview 

Gerald  J.  Spethman,  M.D Lincoln 

Robert  S.  Wigton,  Jr..  M.D Omaha 

Mr.  Rex  Haberman Omaha 

COUNCIL  ON  PROFESSIONAL  ETHICS 

Charles  F.  Ashby,  M.D Geneva 

Russell  J.  Mclntire,  M.D Hastings 

L.  Dwight  Cherry,  M.D Lincoln 

C.  N.  Sorensen,  M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

W.  R.  Marsh,  M.D Scottsbluff 

Donald  F.  Prince,  M.D Minden 

James  S Carson,  M.D McCook 

Gordon  D.  Adams,  M.D Norfolk 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

S.  I.  Fuenning,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Michael  Haller,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Morton  H.  Kulesh,  M.D Omaha 

Duane  W.  Krause,  M.D Fremont 
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WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 
THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE 


Germany  or  Little  Rock  — Alaska  or 
Tucson,  Arizona  - whatever  your  geo- 
graphical preference,  we  ll  work  to  place 
you  there  And  you'll  know  the  assign- 
ment before  you  are  committed 

This  is  just  one  of  the  many  advantages 
for  physicians  in  Air  Force  medicine  We 
also  provide  excellent  salaries,  30  days  of 
paid  vacation  each  year;  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area.  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine  And  the  support  to 
eliminate  your  involvement  in  paperwork 
We  would  like  to  tell  you  more  about 
Air  Force  medicine 


Contact  (call  collect): 

Capt.  Archie  Summerlin 

116  South  42nd  St.,  Omaha,  NE 

(402)  221-4319 


AIRFORCE  HEALTHCARE  AT  ITS  BEST 
A great  way  of  life 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK.  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


WashingtoNotes 

(Continued  from  page  10A) 

October,  these  health  programs  would  be 
trimmed  by  $828  million. 

The  Administration’s  block  grant  proposal 
covers  a wide  span  of  health  activities, 
including  such  programs  as  community  health 
centers,  migrant  clinics,  emergency  medical 
services,  alcohol  and  drug  abuse  services, 
health  incentive  grants,  venereal  disease, 
immunizations,  etc.  About  40  categorical 
grants  for  health  and  social  services  currently 
budgeted  for  $9.4  billion  next  fiscal  year  are 
involved. 

Explaining  the  plan  to  consolidate  these 
programs,  the  Administration  said  “day  to  day 
management  has  developed  into  a bureau- 
cratic morass  of  planning,  regulating,  and 
reporting  at  the  federal,  state  and  local  levels.” 

A block  grant  approach  would  give  the  states 
greater  flexibility  and  responsibility.  “States 
could  select  the  service  delivery  agency  best 
able  to  provide  certain  services  that  are  now 
provided  by  direct  federal  grantees,  the  budget 
document  said.  “The  overall  result  would 
strengthen  state  governments  and  provide 
publicly-financed  services  more  effectively  and 
at  lower  costs  to  those  in  need.” 

Legislation  to  carry  out  the  plan  will  be  sent 
to  Congress  with  an  effective  date  as  of  Oct.  1. 
The  proposed  funding  level  for  fiscal  1982  is 
75  percent  of  the  previously-budgeted  esti- 
mate, or  $6.8  billion,  a cut  of  $2.7  billion. 
Because  of  “significant  savings  in  program 
overhead  and  more  efficient  service  delivery 
due  to  the  elimination  of  overlapping  service 
responsibilities,  this  funding  change  need  not 
result  in  a reduction  of  services,”  the  Admin- 
istration said. 

Hinting  at  a future  broad  health  plan 
proposal,  presumably  along  the  lines  of  “pro- 
competition” health  bills,  the  economic  report 
said  government  regulatory  efforts  to  date 
“have  failed  to  stem  the  increase  in  costs 
because  they  fail  to  affect  the  underlying  cost- 
increasing  bias  in  the  health  care  system  that 
results  from  the  insulation  of  all  parties  in 
medical  care  markets  from  the  cost  conse- 

(Continued  on  page  87) 
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In  G.I.  therapy 


•V  Adjunctive 


Each  capeule  contains 
5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets 


tion- prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 


Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

'Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  cdl- 
itis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 


Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 

clidinium  Bromide. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g . operat- 
ng  machinery,  driving)  Physical  and  psychologi- 
ca  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI/Roche)  to  known  addic- 


Roche Products.  Inc 
Manati,  Puerto  Rico  00701 


"We're  together  because  Dr.  Benson 
recommended  home  health  care." 


Home  health  care  is  an  excel- 
lent alternative  when  your  patients 
cannot  fully  care  for  themselves,  yet 
do  not  need  to  be  in  a hospital  or 
nursing  home.  They  can  enjoy  the 
comforts  of  home  and  family  while 
receiving  the  care  they  need,  often 
at  a cost  far  below  that  of  institu- 
tional care.  And  you  are  always  in 
full  control  of  the  plan  of  care. 

Each  year,  thousands  of  people 
receive  care  at  home  from  Upjohn 
Healthcare  Services S.M  We  employ 
nurses,  nurse  assistants,  home 
health  aides,  homemakers  and 
companions. 

We're  the  nation's  leading  pri- 
vate provider  of  home  health  care, 
with  hundreds  of  offices  through- 
out the  United  States  and  Canada. 
Many  of  our  offices  are  licensed 
to  provide  services  covered  by 
Medicare. 

Upjohn  Healthcare  Services  is 
a service  program  of  The  Upjohn 
Company,  a name  you  and  your  pa- 
tients can  trust.  For  free  home  health 
care  information  packets  you  can 
give  to  your  patients,  please  send  us 
the  coupon  below.  Or  call  our  office 
nearest  you,  listed  in  the  white 
pages  of  your  telephone  directory. 

UPJOHN 
HEALTHCARE 
SERVICES" 


Name 

Address 

City State Zip 

Mail  to:  Upjohn  Healthcare  Services 
Dept,  sjg 
3651  Van  Rick  Drive 
Kalamazoo,  Michigan  49002 
HM-6743  ,c)1981  Upjohn  HealthCare  Services,  Inc. 
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Let  iis  help  you  tell  your  patients  about 
home  health  care. 


Please  □ send  me  10  free  home  health 
care  information  packets 
□ have  your  service  director 
call  me 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


YOU’RE  OK. 

cc? 

HA. 

Other  SX? 

0,  BA. 

No  FH? 

No  PH? 

No  HX  at  all? 

Had  a CX? 

Maybe  it’s  HD. 

Or  CA. 

Or  DU. 

It  could  be  TB. 

Or  MI. 

Get  a PX. 

And  more  XR. 

Come  to  the  ER. 

Or  IC. 

Or  the  OR. 

Then  the  RR. 

Maybe  they’ll  say  ND. 

Or  NF. 

That  means  no  DX. 

No  RX. 

No  TX  at  all. 

N/C? 

Wait  for  the  PM. 

F.C. 

OUR  BELOVED  EDITOR 

I have  been  doing  crossword  puzzles  of  late; 
they  make  you  cross,  you  see.  I can  sometimes 
solve  cryptograms  without  pen  or  pencil,  and  I 
wonder  if  crosswords  can  ever  be  done  that 
way.  Many  chess  masters  can  play  without 
setting  up  the  pieces,  even  going  to  50  games  at 
once,  and  more.  I do  my  crosswords  in  pen  and 
ink,  because  I am  a proud  man,  and  I never  use 
a dictionary  unless  I am  stuck. 

There  is  a story  about  a train  commuter  who 
with  horror  watched  a stranger  who  on  the  same 
train  every  day  wrote  in  all  the  letters  of  what 
the  watcher  knew  was  a very  difficult  puzzle, 
and  the  puzzle  solver  did  it  quickly  and  without 
hesitating.  But  one  day,  the  puzzle  finisher  laid 
his  puzzle  down  and  left  the  train,  and  the 
onlooker  picked  it  up  (the  puzzle,  not  the  train) 
and  found  that  the  fellow  had  simply  been 
putting  any  old  letters  he  liked  into  the  spaces, 


and  all  without  any  thought  of  solving  the 
puzzle;  you  know,  like  a,  b,  c,  x,  y,  and  so  on. 

The  ideal  crossword  solving  would  be,  I 
think,  getting  it  all  with  just  the  acrosses  and 
without  the  downs,  or  the  other  way  around. 

But  I find  two  words  I like  now.  One  is  redact, 
which  means  what  I do,  that  is,  to  edit. 

And  the  other  is  emend,  or  to  improve  by 
editing.  That’s  what  I really  do. 

F.C. 


WHY  DOES  MEDICINE 
COST  SO  MUCH? 

Coffee  is  now  50  cents  a cup. 

F.C. 

HOPEFULLY 

The  Journal  will  not  publish  any  article  that 
contains  the  word,  overview. 

I will  also  put  aside  manuscripts  in  which 
these  words  appear: 
parameter 
currently 
prior  to 
hopefully 
multidiscipline 
dialectical 
charisma 
algorithm 
decimate 
bemused 
watershed 
seminal 

and  any  foreign  words 

We  will  publish  good  English.  We  are  not 
bemused. 

F.C. 

THE  OPERATING  ROOM  SCHEUDLE 

You  need  a cholecystectomy,  the  surgeon 
tells  the  patient,  and  the  patient  says,  I do? 
Your  gallbladder  has  to  come  out,  is  plainer 
talk,  but  we  schedule  the  patient  for  chole- 
cystectomy. We  could  write,  removal  of  gall- 
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bladder,  in  the  schedule  book;  and  excision,  I 
mean  removal,  of  kneecap,  instead  of  patel- 
lectomy. The  nurses  even  say,  appy.  We  say 
removal  of  foreign  body,  don’t  we,  and  extrac- 
tion of  lens,  and  removal  of  toenail? 

The  O.R.  schedule  might  look  something  like 
this:  removal  of  stomach,  followed  at  1 1 o’clock 


by  exploration  of  the  chest,  and  then  an 
anastomosis  of  the  gallbladder  and  the 
duodenum.  That  sounds  better  than  gastrec- 
tomy, exploratory  thoractomy,  and  cholecysto- 
duodenostomy;  it  doesn’t  take  many  more 
words,  and  everybody  can  understand  it. 
Trouble  is,  the  patient  can,  too. 

F.C. 
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ORIGINAL  ARTICLES 


University  of  Nebraska  College  of 
Medicine,  Department  of  Orthopaedic 
Surgery  and  Rehabilitation 


THE  University  of  Nebraska  De- 
partment of  Orthopaedic  Surg- 
ery and  Rehabilitation  has  had 
to  grow  rapidly  over  the  past  6 years  merely  to 
keep  pace  with  the  rapid  growth  of  orthopaedic 
surgery  throughout  the  country.  The  services 
within  the  department  includes  Children’s 
Orthopaedics  under  Walter  W.  Huurman, 
M.D.;  Fractures  and  Adult  Reconstruction 
headed  by  John  F.  Connolly,  M.D.  and  0.  Max 
Jardon,  M.D.;  Hand  Surgery  directed  by 
Robert  M.  Cochran,  II,  M.D.,  Orthopaedic 
Research  headed  by  Louis  Lippiello,  Ph.D. 
and  Dennis  Chakkalakal,  Ph.D.;  and  Sports 
Medicine  directed  by  W.  Michael  Walsh,  M.D. 
All  of  the  staff  have  been  actively  involved  in 
research  as  well  as  service  efforts  and  a 
number  of  recent  published  reports  have 
gained  national  recognition.  0.  M.  Jardon, 
M.D.  has  been  actively  investigating  the  prob- 
lems of  malignant  hyperthermia  in  orthopaedic 
patients  and  has  been  the  recipient  of  a 
Muscular  Dystrophy  grant  to  pursue  this 
project.  John  Connolly,  M.D.  has  continued  his 
research  in  electrical  stimulation  of  fracture 
nonunions.  The  addition  of  Dennis  Chak- 
kalakal, Ph.D.  from  Rensselaer  Polytechnic 
Institute  will  add  further  impetus  to  the 
research  effort  in  this  new  field.  Doctor 
Connolly  is  also  in  the  process  of  completing 
The  Third  Edition  of  the  Management  of 
Fractures  and  Dislocations  (DePalma’s) 
which  has  in  the  past  been  the  most  widely 
sold  textbook  on  the  subject.  Hopefully,  its 
popularity  will  not  diminish  with  the  present 
edition.  Louis  Lippiello,  Ph.D.  has  recently 
joined  the  department  from  Harvard  and  will 


JOHN  F.  CONNOLLY,  M.D. 


add  his  expertise,  particularly  in  arthritis  and 
fracture  healing  research.  Another  recent 
addition  has  been  W.  Michael  Walsh,  M.D. 
who  directs  the  Sports  Medicine  Service  and 
also  is  Team  Physician  at  the  University  of 
Nebraska  at  Omaha.  Walt  Huurman,  M.D. 
continues  to  develop  his  program  in  scoliosis 
screening  by  three-dimensional  Moire  photog- 
raphy. This  method  which  has  been  employed 
at  the  University  will  be  discussed  at  an 
international  symposium  in  Vermont.  Robert 
Cochran,  III,  M.D.,  Director  of  Hand  Surgery, 
is  continuing  his  work  on  microvascular 
surgery  and  evaluating  various  techniques  in 
the  laboratory. 

The  residency  program  includes  3 residents 
selected  for  a 5 year  period.  During  this  time 
each  individual  is  exposed  to  a broad  ortho- 
paedic experience  at  the  University  Hospital, 
Omaha  Veteran’s  Administration  Hospital, 
Nebraska  Methodist  Hospital,  and  the  Lincoln 
Veteran’s  Administration  Hospital.  Medical 
students  presently  take  the  general  ortho- 
paedic clerkship  as  an  elective.  Additional 
electives  in  Sports  Medicine  or  Orthopaedic 
Research  are  available. 
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Department  of  Neurosurgery, 
University  of  Nebraska  Medical  Center 


A T the  present  time  the  Depart- 
ment  of  neurosurgery  has  three 
xm.  full  time  faculty  members  plus 
two  active  and  two  Senior  Consultant  volun- 
teer faculty  members.  With  respect  to  its 
educational  mission,  the  department  cooper- 
ates with  the  Department  of  Neurology  to 
provide  a series  of  clinical  correlation  lectures 
to  freshman  students  during  their  neuro- 
anatomy course  and  in  teaching  a 48  hour 
Introduction  to  Clinical  Neuroscience  course 
during  the  latter  part  of  the  sophomore  year.  A 
clinical  elective  clerkship,  Clinical  Neuro- 
science, is  offered  conjointly  by  both  depart- 
ments during  the  third  and  fourth  year  and  is 
usually  filled.  Neurosurgery  also  offers  an 
additional  elective  four  week  clerkship  in 
neurosurgery.  The  department  participates  in 
graduate  and  continuing  medical  education. 
All  surgical  residents  have  a two  month 
rotation  on  Neurosurgery  at  the  University 
Hospital  and  some  Orthopedic  residents 
spend  two  months  on  the  service  at  the  Omaha 
Veterans  Administration  Hospital.  In  addition 
the  department  has  contributed  to  the  popular 
Family  Practice  Review  course  each  year,  to 
numerous  EMS  programs  throughout  the 
state,  to  county  medical  society  programs,  to 
the  Advanced  Trauma  Life  Support  course 
and  to  numerous  other  CME  programs  at  the 
Medical  Center.  In  conjunction  with  Neurology, 
courses  on  various  aspects  of  the  diagnosis  and 
treatment  of  neurological  problems  have  been 
offered  biannually  to  practitioners  in  Nebraska 
and  adjacent  states. 

In  the  area  of  research  one  member  of  the 
staff  and  a member  of  the  neurology  staff  are 
investigating  the  effects  of  ventricular  dilata- 
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tion  on  evoked  visual  responses  in  the  labora- 
tory and  clinically  in  an  effort  to  develop  a 
simple  and  more  sensitive  method  of  detecting 
increasing  ventricular  size.  Another  staff 
member  is  engaged  in  research  on  the  relation- 
ships among  cerebral  circulation,  cerebral 
spinal  fluid  production  and  circulation,  and 
intracranial  pressure.  The  Nebraska  Pain  Man- 
agement Center  which  is  a section  of  the 
department  has  accumulated  a significant 
amount  of  new  information  on  chronic  pain 
since  its  opening  in  February,  1973,  and  this 
material  is  being  analyzed  for  publication  at  the 
present  time. 

The  department  provides  a full  range  of 
clinical  neurosurgical  services.  Members  of  the 
department  perform  all  standard  neurosurgical 
procedures  including  microneurosurgery.  Each 
has  certain  special  interests  and  capabilities  in 
such  areas  as  microvascular  anastomosis  or 
carotid  endarterectomy  in  appropriate  patients 
with  cerebrovascular  insufficiency,  microvas- 
cular decompression  of  the  trigeminal  nerve 
or  facial  nerve  for  trigeminal  neuralgia  or 
hemifacial  spasm,  and  transsphenoidal  pitui- 
tary surgery.  One  member  of  the  department 
has  assumed  major  responsibility  for  the 
treatment  of  patients  with  meningomyelocele 
and/or  hydrocephalus  and  participates  in  a 
multidisciplinary  myelodyplasia  clinic. 
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The  Carpal  Tunnel  Syndrome 
in  Neurologic  Practice 


A RECENT  paper  in  the  Nebras- 
ka Medical  Journal1  emphasized 
those  features  of  the  carpal 
tunnel  syndrome  which  impressed  a family 
practitioner  who  managed  27  patients  with  this 
disorder.  The  specialist  who  sees  many  such 
cases,  some  of  which  are  complicated  or 
obscure  in  nature,  may  develop  a somewhat 
different  view  of  this  clinical  problem  than  the 
primary  physician.  My  perusal  of  Doctor 
Embury’s  interesting  report  has  led  me  to 
review  my  own  experiences,  and  as  with  his 
observations  mine  also  are  a synthesis  of 
personal  opinions  developed  over  many  years 
unaccompanied  by  statistical  analysis  or  a long 
list  of  references. 

In  my  experience,  the  carpal  tunnel  syn- 
drome is  the  most  common  cause  of  numbness, 
tingling,  and  pain  in  the  hand.  Until  15  or  20 
years  ago,  the  frequency  of  this  disorder  was 
not  recognized.  Prior  to  then,  hand  pain  of 
neurologic  origin  usually  was  attributed  either 
to  the  thoracic  outlet  syndrome  and  its 
variants  such  as  the  scalenus  anticus  syndrome 
or  to  radiculopathy  caused  by  cervical  disc 
disease.  Recently,  the  diagnosis  of  thoracic 
outlet  syndrome  has  waned  in  popularity  no 
doubt  because  electromyography  and  nerve 
conduction  velocity  studies  usually  fail  to 
support  this  concept.  These  electrical  tech- 
niques have  increased  progressively  in  sophis- 
tication and  accuracy  causing  a revision  of 
previously  accepted  ideas.  Thus,  the  number 
of  surgical  procedures  for  the  thoracic  outlet 
syndrome  has  declined  markedly. 

Cervical  nerve  root  compression  is  a com- 
mon disorder,  the  clinical  manifestations  of 
which  usually  differ  from  the  carpal  tunnel 
syndrome.  Recognition  of  this  difference  is 
based  on  a careful  clinical  history  and  neuro- 
logic examination  and  is  not  difficult.  Patients 
with  this  entity  usually  have  severe  neck  pain, 
may  note  that  certain  head  positions  promote 
radiation  of  pain  into  an  arm,  often  experience 
tingling  and  numbness  in  a radicular  rather 
than  peripheral  nerve  distribution  and  fre- 
quently have  altered  (generally  absent)  re- 
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flexes  in  the  distribution  of  the  affected  root. 
As  noted  below,  the  time  of  day  when 
symptoms  worsen  is  also  helpful  in  making  this 
distinction. 

The  most  important  manifestation  of  a 
clinically  significant  carpal  tunnel  syndrome, 
and  probably  the  single  aspect  of  this  entity 
which  must  be  present  to  make  the  diagnosis, 
is  hand  pain  occurring  at  night,  causing  the 
patient  to  awaken.  In  observing  more  than  200 
patients  over  20  years,  I have  yet  to  encounter 
one  definitely  confirmed  case  where  this 
symptom  has  not  been  present  at  some  time 
during  the  clinical  course.  The  lack  of  definite 
nocturnal  hand  pain  causing  sleeplessness 
should  rule  out  the  presence  of  an  active 
process  responsive  to  definitive  treatment. 
However,  the  absence  of  hand  pain  does  not 
eliminate  the  diagnosis  since  patients  with 
irreversible  median  nerve  injury  at  the  wrist 
often  have  no  discomfort  although  most  of 
them  have  had  pain  of  this  type  in  the  past.  As 
Doctor  Embury  mentioned,  such  individuals 
have  thenar  atrophy  which  will  not  be  aided  by 
surgical  decompression.  To  be  particularly 
emphasized  is  that  surgery  is  unlikely  to  help 
any  person  with  hand  pain  or  numbness  who 
lacks  night-time  discomfort  at  the  time  of 
evaluation. 

Certain  symptoms  can  obscure  the  clinical 
diagnosis  of  carpal  tunnel  syndrome  especially 
pain  proximal  to  the  wrist  and  the  presence  of 
sensory  complaints  which  do  not  conform  to 
the  distribution  of  the  median  nerve.  Many 
patients  with  the  carpal  tunnel  syndrome  have 
pain  in  the  forearm  or  arm,  the  presence  of 
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which  should  not  deter  the  diagnosis  since  they 
invariably  also  have  typical  nocturnal  hand 
pain.  The  physician  should  not  be  led  astray  by 
the  frequent  complaint  of  total  hand  numbness 
or  pain  which  does  not  follow  median  nerve 
anatomy  since  many  patients  do  not  accurately 
describe  their  symptoms.  In  addition  cut- 
aneous sensory  loss  on  formal  examination 
often  is  not  found  although  there  can  be  an 
altered  or  burning  sensation  during  testing  in 
these  cases.  At  times  sensory  symptoms  occur 
in  only  one  or  two  fingers. 

In  view  of  the  fact  that  the  clinical  picture  in 
carpal  tunnel  syndrome  is  usually  clear,  the 
question  arises  about  whether  electromyog- 
raphy is  always  necessary.  This  procedure  is 
essential  in  providing  an  objective  confirma- 
tion of  nerve  compression.  Normal  median 
motor  and  sensory  nerve  conduction  velocities 
across  the  wrist  rule  out  the  diagnosis.  If  these 
investigations  are  abnormal  however,  the 
presence  of  a clinically  significant  carpal 
tunnel  syndrome  is  by  no  means  assured. 
Peripheral  neuropathies,  as  occur  in  diabetes, 
may  cause  such  findings  on  electrical  testing 
and  yet  the  patient  will  not  be  a candidate  for 
surgery  in  the  absence  of  a classical  history  of 
nocturnal  hand  pain.  As  with  most  diagnostic 
procedures,  the  results  must  be  interpreted  in 
light  of  the  clinical  picture.  EMG  studies  are 
indicated  in  all  patients  with  numb  hands  who 
are  vague  historians  and  if  normal  an  operation 
should  not  be  done. 

Regarding  surgery,  a common  practice  is  to 
hospitalize  the  patient  overnight.  However,  in 
most  instances  decompression  of  the  median 
nerve  can  be  done  on  an  outpatient  basis 
thereby  avoiding  needless  added  expense.  One 
exception  is  in  the  case  of  individuals  with 
significant  medical  illnesses  (such  as  con- 
gestive heart  failure)  who  require  close  super- 
vision. Considerable  discussion  still  exists  as 
to  the  need  for  wrist  splinting  after  the 
operation.  Some  physicians  prefer  to  com- 
pletely immobilize  the  wrist  joint,  a procedure 
which  I consider  unnecessary  because  it 
prolongs  joint  immobility,  may  promote  con- 
tractures and  lengthens  the  time  lost  from 
work. 


Risk  factors  for  carpal  tunnel  syndrome  have 
often  been  described,  leading  to  the  impres- 
sion that  thorough  investigation  of  these 
patients  will  reveal  many  cases  of  myxedema, 
acromegaly,  amyloid  deposits  on  wrist  tendons 
or  diabetes.  In  my  experience,  most  persons 
with  this  condition  prove  to  be  healthy  and 
without  any  significant  associated  medical 
conditions.  Some  individuals  apparently  have 
a congenitally  small  carpal  tunnel  and  may 
develop  symptoms  of  median  nerve  compres- 
sion after  strenuous  activities  or  following 
wrist  fractures.  In  communities  like  Omaha, 
where  there  are  many  persons  working  in  the 
meat  packing  industry,  the  carpal  tunnel 
syndrome  is  extremely  common.  In  fact,  some 
experienced  physicians  have  found  that  the 
majority  of  those  working  at  this  particular  job 
for  any  appreciable  length  of  time  will  develop 
the  disorder. 

Concerning  treatment,  surgery  has  already 
been  mentioned.  In  his  article,  Doctor  Embury 
lists  the  therapeutic  use  of  wrist  splints  and 
steroid  injections.  The  latter  are  seldom 
useful.  Splints  are  helpful  in  persons  awaiting 
surgery  and  often  improve  nocturnal  pain  but 
they  rarely  prove  to  be  a definitive  form  of 
therapy.  Narcotic  analgesics  should  be  avoided 
and  most  other  pharmaceutical  agents  fail  to 
be  of  benefit.  Diuretics  can  provide  temporary 
relief.  However,  in  the  majority  of  individuals 
recovery  is  unlikely  without  surgical  decom- 
pression. The  symptoms  seem  to  persist  even 
with  rest  or  after  a change  in  job  to  one  where 
the  hands  are  not  used.  Usually,  in  these 
persons  almost  any  hand  activity  causes  an 
exacerbation  of  disabling  nocturnal  pain.  The 
greatest  number  of  persons  should  have 
surgical  decompression  which  must  be  per- 
formed before  permanent  nerve  injury 
develops.  As  already  noted,  once  thenar 
atrophy  has  occurred,  recovery  of  function  in 
median  innervated  muscles  does  not  occur. 
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Plans  for  Rural  Practice  of  Medical 
Students  and  Residents  at  the  University 
of  Nebraska  College  of  Medicine 
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THE  critical  issue  in  improving 
health  care  for  rural  areas 
remains  physician  manpower. 
Not  enough  is  known,  however,  about  the  plans 
and  attitudes  of  physicians  now  in  training 
regarding  rural  practice.  Much  of  our  informa- 
tion has  come  from  surveys  of  physicians  who 
were  already  in  practice  and  who  graduated 
from  medical  school  prior  to  1966. u'3  It  is 
difficult  to  predict  from  these  studies  how 
changes  in  medical  education  since  that  time 
(such  as  the  establishment  of  programs  in 
family  practice)  have  affected  the  choice  for 
rural  practice.  Many  trial  programs  such  as  the 
rural  preceptorship  and  the  preferential  ad- 
mission of  rural  students  have  been  introduced 
in  hopes  of  increasing  the  number  of  phy- 
sicians who  ultimately  choose  rural  practice. 
However,  there  is  little  information  on  how 
effective  these  programs  have  actually  been. 

Therefore,  we  surveyed  all  medical  students 
and  residents  at  the  University  of  Nebraska 
College  of  Medicine.  We  wished  to  sample 
current  attitudes  toward  rural  practice  at  the 
time  these  physicians  were  making  their  choice 
about  practice.  We  asked  about  background, 
medical  training,  plans  for  future  practice,  and 
attitudes  toward  rural  life  and  rural  medicine. 
This  report  describes  the  survey  and  examines 
responses  to  36  items  concerning  background, 
training,  and  practice  plans.  Information  on 
attitudes  toward  rural  practice  will  be  analyzed 
in  a later  report. 

Results 

Of  the  785  questionnaires  distributed,  746 
were  returned  and  analyzed  (95%),  of  these, 
333  were  house  officers  and  413  were  medical 
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students  (Figure  1).  The  questionnaire  was 
administered  in  July,  1977.  Therefore,  those 
giving  a medical  graduation  date  of  1977  or 
earlier  were  house  officers  at  the  time  of  the 
survey.  The  remainder  were  students  in  the 
three  year  curriculum  in  effect  at  that  time. 
Eighteen  percent  of  the  respondents  were 
women  with  the  highest  percentage  of  women 
in  the  class  of  1980  (30%).  Overall,  56%  were 
married  ranging  from  28%  of  the  first  year 
students  to  92%  of  the  senior  residents. 
Ninety-two  percent  of  the  students  listed 
Nebraska  as  their  home  state  in  comparison  to 
63%  of  the  house  officers. 

Choice  for  rural  practice 

Table  1 shows  the  response  to  the  question 
“Are  you  planning  to  practice  in  a rural  area?” 
(In  the  statement  of  this  question,  the  term 
“rural”  was  not  further  defined).  The  house 
officer  response  was  likely  to  be  influenced  by 
the  specialty  mix  of  programs  offered  at  the 
University  of  Nebraska  but  the  student  re- 
sponse was  not.  Student  plans  for  rural 
practice  varied  according  to  their  plans  for 
specialty  choice.  Fifty  percent  of  students 
selecting  family  practice  plan  to  practice  in  rur- 
al areas  compared  to  6%  of  those  who  plan  to 
enter  surgical  subspecialties.  The  percentage 
planning  rural  practice  was  also  higher  among 
those  selecting  family  practice  than  among 
those  selecting  other  primary  care  specialties. 

As  shown  in  Table  2,  except  for  those  from 
the  smallest  town  size  (population  = 2,500  or 
less),  there  was  a tendency  for  respondents  to 
prefer  the  same  size  of  town  for  practice  as  the 
one  in  which  they  grew  up  (p  < .001  by  chi 
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TABLE  1 


Figure  I 

Distribution  of  the  Sample  by  Year  of  Graduation* 


(or  eorlier ) 

Yeor  of  medicol  school  graduation 
L \|  medical  students 
| | house  officers 

*A  three  year  medical  school  curriculum  was  in  effect 
at  the  time.  The  larger  numbers  in  the  classes  of  1979 
and  1980  are  due  to  students  who  have  opted  to  extend 
their  training  to  four  years. 


square  analysis).  A slightly  different  perspec- 
tive is  given  in  Figure  2 which  shows  hometown 
size  and  practice  town  size  preference  as  a 
percentage  of  the  total  number  of  students. 
Half  of  the  students  indicated  they  will 
practice  in  towns  of  less  than  25,000.  This 
number  is  almost  identical  to  the  proportion 
who  come  from  towns  of  that  size.  The 
percentage  of  students  who  wish  to  practice  in 
the  smallest  and  the  largest  communities, 
however,  is  considerably  less  than  the  per- 
centage who  come  from  those  communities. 

Specialty  choice 

The  proportion  of  students  choosing 
primary  care  specialties  is  greater  in  the  later 
years  of  medical  school  (Figure  3).  Primary 
care  (internal  medicine,  family  practice,  or 
pediatrics)  is  the  goal  of  35%  of  students  in  the 
first  year,  42%  in  the  second  year,  and  48%  in 
the  last  year.  This  trend  holds  true  for  both 
family  practice  and  internal  medicine  but  not 
for  pediatrics.  The  percentage  choosing  the 
other  specialty  fields  remains  roughly  the  same 
over  the  three  years  and  the  proportion  who 
are  undecided  declines. 

Training  variables 

Most  of  those  who  had  a rural  preceptorship 
thought  it  positively  affected  their  views 


RESPONSE 

TO  THE  QUESTION: 

"ARE  YOU  PLANNING  TO  PRACTICE 

IN  A RURAL 

AREA? 

YES 

MAYBE 

NO 

% 

% 

% 

ALL  RESPONDENTS 

20 

40 

40 

Students 

22 

50 

28 

House  officers 

17 

27 

56 

Men 

20 

40 

40 

Women 

17 

35 

49 

Those  from  towns  of 
< 10,000  population 

35 

27 

36 

STUDENTS  ONLY 


Family  practice 

50 

37 

13 

Internal  medicine 

20 

39 

42 

Pediatrics 

16 

29 

55 

Surgical  subspecialty 

6 

34 

60 

Table  2 

Percentage  of  Students  and  Residents  From  Each 
Town  Size  Who  Prefer  Each  Category  of  Town 
Size  for  Future  Practice  Location.  * 


< 2,500 
(20%) 


2,500-10,000 
J (15%) 

O 

* 10,000-25,000 

| (12%) 

25,000-100,000 
° (10%) 

£ >100,000 

(43%) 


*The  percentage  under  each  hometown  size  category  to 
the  left  represents  the  percentage  of  the  total  from  towns 
of  that  size. 

toward  rural  practice.  Sixty-two  percent  indi- 
cated that  the  effect  was  positive,  6%  negative, 
and  32%  were  neutral.  The  positive  influence 
was  felt  equally  by  those  who  are  planning  a 
rural  practice  and  those  who  are  not.  Other 
variables  in  the  questionnaire  included  loan 
forgiveness  programs  and  a salaried  trial 
period  in  rural  practice.  Seven  percent  of  the 
respondents  answered  that  they  currently  owe 
loans  with  forgiveness  for  practice  in  rural 
areas.  To  the  question:  “Would  you  consider  a 
nonbinding  salaried  practice  trial  in  a rural 
area?”,  73%  answered  either  “yes”  or  “maybe.” 


Size  of  Town  Preferred  for  Future  Proctice 


2,500  10,000  25,000 

<2,500  -10,000  -25,000-100,000  >100,000 


13% 

26% 

27% 

21% 

13% 

5% 

38% 

23% 

19% 

15% 

0% 

15% 

38% 

34% 

13% 

3% 

6% 

21%. 

48% 

22% 

1% 

6% 

11% 

29% 

53% 
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Figure  2 

Distribution  of  Medical  Students  by  Size 
of  Hometown  and  Size  of  Town  Preferred 
for  Future  Practice  Location 


Distribution  of  Students 
by  size  of  hometown 

Population 


Distribution  of  Students  by  size 
of  preferred  site  for  practice 

Population 


0-2.500 

2,500-10,000 

10.000- 25,000 

25.000- 100,000 
Over  100,000 


Specialty  Choice  of  Nebraska  Medical 
Students  by  Year  of  Training  in  the 
Three  Year  Curriculum* 


Percentage  of  Students  Choosing  Specialty 
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Undecided 


Other 
Special- 
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36  ( not 
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*Each  bar  represents  the  percentage  of  students  in  that 
year  of  training  who  plan  to  enter  the  specialty  named. 
Bar  1 represents  the  first  year  students  (1980),  Bar  2 the 
second  year  (1979),  and  Bar  3 the  third  year  (1978). 


Group  practice 

In  response  to  the  question,  “What  type  of 
practice  are  you  planning?”  there  was  an 
overwhelming  preference  for  group  practice  by 
all  respondents.  Eighty  percent  preferred  a 
group  practice  and  only  7%  expressed  a 
preference  for  solo  practice.  Seven  percent 
preferred  academic  practice  and  4%  preferred 


to  work  for  the  government.  Analysis  of  these 
responses  by  whether  they  answered  “yes,” 
“no,”  or  “maybe”  to  the  question,  “Do  you 
plan  to  practice  in  a rural  area?”  showed  no 
difference  among  the  groups  if  those  planning 
academic  or  government  practice  are  ex- 
cluded. 

Discussion 

Sixty  percent  of  physicians  in  training 
surveyed  at  the  University  of  Nebraska  planned 
to  enter  a primary  care  field  including  33% 
who  planned  to  enter  family  practice.  This  is 
favorable  for  rural  Nebraska,  particularly  since 
a greater  number  of  trainees  are  staying  in  the 
state  to  practice  due  to  the  increase  in  both 
medical  school  and  residency  positions.4  The 
percentage  of  senior  students  planning  family 
practice  (29%)  was  considerably  higher  than 
that  for  the  nation  as  a whole:  in  the  1977 
National  Resident  Matching  Program,5  only 
12%  of  the  positions  filled  were  in  family 
practice.  The  results  here,  however,  are 
preferences,  not  actual  choices.  For  compari- 
son, the  actual  percentage  of  students  who 
selected  family  practice  training  through  the 
matching  program  in  1978  was  26%  and  in 
1979,  22%. 

We  could  find  no  evidence  of  an  overall 
“urbanizing”  or  anti-rural  effect  on  specialty 
choice  or  practice  location.  For  example,  the 
percentage  of  students  who  preferred  family 
practice  was  greatest  among  those  nearing 
graduation.  It  may  be  at  schools  such  as 
Nebraska  where  opinions  are  favorably  orient- 
ed towards  rural  practice  that  the  opposite 
effect  holds  and  rural  practice  is  encouraged 
by  the  medical  school  experience.  It  is 
possible,  of  course,  these  data  reflect  real 
differences  between  classes.  This  observation 
will  need  to  be  confirmed  by  the  longitudinal 
study. 

The  student  preceptorship,  recently  ex- 
panded from  one  to  two  months  in  the  senior 
year,  had  a very  positive  effect  on  attitudes  to- 
ward rural  practice,  though  its  actual  effect  on 
practice  location  cannot  be  determined.  Re- 
cently, the  University  has  begun  training 
opportunities  for  residents  outside  of  Omaha 
and  Lincoln  during  the  residency  and  these 
hold  promise  in  this  regard. 

Loan  forgiveness  programs  were  viewed 
positively  by  students.  Nebraska  has,  in  fact, 
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recently  adopted  a low  interest  loan  program 
administered  through  the  Nebraska  Rural 
Health  Manpower  Commission.  In  addition, 
the  apparent  willingness  of  students  to  try  a 
salaried  trial  period  in  a rural  area  suggests  this 
would  be  a productive  new  mode  to  be  explored 
by  communities  in  attracting  physicians.  Such 
salaried  trial  periods  could  be  supported  by 
individual  communities  or  by  the  state. 

As  in  previous  studies,  there  was  a good 
correlation  between  background  in  a small 
community  and  the  desire  to  practice  there. 
This  may  be  a good  predictor  of  rural  practice. 
The  overwhelming  preference  for  group  prac- 
tice suggests  that  communities  would  be  well 
advised  to  recruit  more  than  one  physician  at  a 
time. 

In  conclusion,  a large  percentage  of  students 
and  residents  at  the  University  of  Nebraska 
indicated  they  plan  rural  practice.  The  size  of 
hometown  related  strongly  to  the  size  of  town 
planned  for  practice.  The  choice  for  primary 
care  specialties  was  associated  with  plans  or 
practice  in  rural  areas.  Rural  preceptorship 


experience,  group  practice  opportunities,  and 
student  loans  with  forgiveness  were  also 
associated  with  plans  for  rural  practice.  Trial 
practice  opportunities  in  rural  areas  may  be  an 
important  adjunct  to  retention  of  physicians  in 
rural  practice.  Because  of  the  long  training 
period  for  physicians,  which  averages  nearly 
eight  years  from  completion  of  college,  con- 
tinuing studies  of  the  attitudes  and  practice 
plans  of  physicians  in  training  are  needed  to 
determine  features  that  may  affect  the  number 
and  types  of  physicians  locating  in  rural  areas. 
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Down  Memory  Lane 


1.  Pain  is  the  symptom  which  most  com- 
monly sends  people  to  the  doctor  for  relief. 

2.  The  most  w'idely  used  index  of  mal- 
nutrition is  weight. 

3.  In  our  Nebraska  schools  there  never  was 
any  fixed  plan  to  look  after  the  physical  welfare 
of  the  child  until  some  eleven  years  ago. 

4.  The  real  thing  I wish  to  get  you  to  think 
of  is  the  sex  question,  the  subject  that  has 
caused  more  grief  and  discomfort  than  any 
other  one. 

5.  It  is  not  showing  the  proper  respect  for 
the  A-Class  school  and  for  the  organizations 
that  have  passed  upon  that  school  and  classified 
it,  to  require  graduates  from  that  school  to  take 
an  examination  before  a licensing  board. 

6.  Time  was  when  the  physician's  fee  was 
looked  on  a sort  of  honorarium,  and  occa- 
sionally one  still  detects  a rather  pleasant  tinge 
of  that  feeling.  However,  for  a great  many 
years,  through  a general  understanding  or 
through  the  more  definite  arrangement  of 


county  medical  society  fee  tables  or  the  like, 
the  profession  has  adopted  more  or  less  fixed 
fees  for  certain  services. 

7.  When  a perirectal  abscess  is  opened  a 
guarded  prognosis  must  be  given,  as  to 
whether  or  not,  it  will  heal  because  most  of  the 
perirectal  abscesses  are  potential  fistulae. 

8.  The  organized  profession  in  Omaha  has 
asked  for  blood  donors  from  those  who  have 
suffered  infantile  paralysis. 

9.  The  Dick  scarlet  fever  toxin  is  regarded 
as  a safe  and  efficient  immunizing  agent 
against  scarlet  fever. 

10.  It  is  stated  on  authority  that:  Eighteen 
per  cent  of  the  private  duty  nurses  in  a 
representative  group  of  24,389  nurses  re- 
ported that  they  will  not  take  obstetric  cases  if 
they  can  avoid  it. 

Nebraska  State  Medical  Journal 
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The  Letter  Box 


Frank  Cole,  M.D.,  Editor 
Nebraska  Medical  Journal 

Number  13,  Bishop  Square 
3901  South  27th  Street 
Lincoln,  Nebraska  68502 

Re:  Wengert  and  Fahey:  “The  Nebraska 

mental  health  commitment  act  and  common 

physician  problems”  (Nebraska  Medical 

Journal,  December,  1980) 

Dear  Dr.  Cole: 

I would  like  to  comment  on  the  above  article, 
and  register  a few  opinions  which  are  different 
from  those  of  Dr.  Wengert  and  Mr.  Fahey. 
Please  consider  this  a “Letter  to  the  Editor” 
and  feel  free  to  use  it  in  whatever  way  you  see 
fit. 

As  a forensic  psychiatrist  I am  concerned 
about  a number  of  difficulties  which  surround 
civil  commitment  acts  in  many  states,  includ- 
ing Nebraska.  The  drafting  of  such  legislation 
is  fraught  with  problems.  The  law,  as  it  applies 
to  our  patients,  is  frequently  misunderstood  by 
clinicians.  Civil  mental  health  boards  (and 
often  law  enforcement  officials)  may  construe 
the  meaning  of  commitment  statutes  — usually 
in  an  effort  to  encourage  good  mental  health 
care  — in  ways  which  defeat  the  legal  (not 
necessarily  medical)  purpose  of  the  statute. 
Although  commitment  laws  are  becoming  more 
and  more  stringent,  and  many  psychiatrists 
worry  about  patients  “dying  with  their  rights 
on”,  I agree  with  the  positions  of  the  American 
Psychiatric  Association  and  the  American 
Academy  of  Psychiatry  and  the  Law  that  ways 
can  (and  must)  be  found  to  provide  quality 
care  within  the  system,  and  not  by  trying  to 
circumvent  it. 

Dangerousness  was  addressed  in  the 
Wengert  and  Fahey  article  as  “a  standard 
(which)  is  readily  understood  when  it  is  applied 
to  a recent  violent  act  or  threat.  It  is  also 
understood  in  those  patients  with  recent 
attempt  or  threat  of  suicide.”  This  statement  is 
erroneous.  The  undersigned's  opinion  is  that 
the  psychiatric  literature  shows  that  psychia- 
trists are  no  better  than  laymen  at  predicting 
dangerousness  for  the  near  or  distant  future. 
When  we  attempt  to  do  so  the  numbers  of  false 


positives  and  negatives  are  so  high  that  our 
opinions  are  ordinarily  useless  for  common 
clinical  or  legal  purposes.  Decisions  regarding 
the  protection  of  others,  even  in  cases  involv- 
ing mental  illness,  should  properly  rest  with 
law  enforcement  and  judicial  personnel.  Psy- 
chiatrists and  other  physicians  should  restrict 
themselves  to  participation  related  to  the 
mental  illness  and  its  sequelae. 

The  issue  of  self  destructive  behavior  (e.g., 
suicide)  may  be  viewed  with  similar  principles, 
although  this  falls  more  clearly  into  the 
bailiwick  of  psychiatry.  While  our  predictions 
still  suffer  from  high  rates  of  false  positive  and 
negative,  the  setting  is  more  circumscribed 
and  social  issues  are  less  involved. 

Inability  to  provide  oneself  with  “basic 
human  needs”  is  a rarely  challenged  section  of 
commitment  statutes,  usually  being  covered  by 
the  “self  destructive”  section  (as  is  true  in 
Nebraska).  It  must  be  carefully  applied, 
however,  when  “essential  medical  care”  is 
considered  a basic  human  need.  The  wander- 
ing, malnourished,  deteriorated  senile  patient 
may  well  fulfill  this  criterion.  The  ordinary 
diabetic  who  refuses  to  take  insulin,  the 
chronic  schizophrenic  who  refuses  medication 
but  is  no  clear  danger  to  himself  or  others,  or 
the  patient  who  does  not  take  his  “antihyper- 
tensives” (page  323  of  the  Wengert  and  Fahey 
article)  is  generally  not  commitable  under  the 
Nebraska  statute.  Although  we  may  have 
strong  opinions  concerning  recommendations 
for  their  health  care,  and  may  believe  that  they 
would  decide  differently  if  free  of  mental 
illness  (or  ignorance),  the  state  must  not 
remove  the  element  of  choice  from  their 
medical  treatment.  This  clinically  frustrating 
situation  can  often  be  overcome  by  patient 
education,  a solid  doctor-patient  relationship, 
careful  communication  with  the  patient’s 
family,  and  understanding  of  his  social  situa- 
tion. 

In  “problem  number  3”  (page  323)  the 
situation  of  a patient’s  refusing  needed  medi- 
cation is  addressed.  It  seems  clear:  a patient 
who  has  “deterioriated  mentally  and  becoming 
increasingly  agitated,  delusional”  can  be  kept 
in  the  hospital  for  a reasonable  time  in  order  to 
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ascertain  competency  status  and  attempt  to 
continue  necessary  medication.  But  there  are 
major  areas  of  potential  misunderstanding 
here.  The  patient  who  has  “deteriorated” 
without  becoming  delusional,  but  who  still 
wishes  to  refuse  further  treatment,  must  be 
allowed  to  leave  the  hospital  immediately.  The 
single  act  of  refusing  medical  treatment 
cannot  be  used  as  the  only  evidence  for  a 
patient’s  mental  illness  or  dangerousness 
to  himself.  I am  extremely  concerned  about 
the  police-like  wording  used  by  the  authors: 
“Indeed,  a patient  can  be  prevailed  upon  to 
change  his  mind,  accept  your  (medical,  not 
necessarily  psychiatric)  treatment,  or  agree  to 
be  sent  to  a public  or  private  psychiatric 
facility.” 

The  authors  indicate  that  the  mental  health 
boards  “often  . . . order  outpatient  care 
following  hospitalization”,  and  “that  . . . 
treatment  plans  and  progress  notes  are  sub- 
mitted to  the  committing  board  for  review  and 
approval."  The  current  Nebraska  statute,  as  I 
understand  it,  does  not  allow  county  mental 
health  boards  to  practice  medicine.  These 
boards  are  not  empowered  to  “order  out- 
patient care”  or  any  other  kind  of  care,  but 
only  to  commit  a patient  for  evaluation  and 
treatment  as  prescribed  by  licensed  physicians. 
Treatment  plans  and  progress  notes  are 
submitted  to  the  committing  board  for  review; 
however,  the  law  does  not  provide  any  county 
mental  health  board  with  the  power  to  approve 
or  disapprove  treatment  plans  or  progress. 
The  “partnership”  which  the  authors  say  that 
the  commitment  law  implies,  between  hospital 
and  county  mental  health  board,  must  be  very 
clearly  defined  if  we  are  to  keep  the  practice  of 
medicine  within  our  medical  environment,  and 
the  enforcement  of  the  law  within  the  law 
enforcement  system. 


The  authors  reply: 

Dear  Dr.  Cole: 

After  reviewing  Dr.  Reid’s  letter  to  the 
Nebraska  Medical  Journal  under  date  of 
December  9,  1980,  Dr.  Wengert  and  I have  felt 
that  it  would  be  beneficial  to  the  physicians  in 
Nebraska  if  we  were  to  reply  to  some  of  Dr. 
Reid’s  remarks.  Perhaps  this  dialogue  will  give 
a more  clear  picture  of  the  commitment 


Finally,  it  is  important  to  point  out  that, 
under  the  present  statute,  rehospitalization  of 
an  outpatient  who  remains  under  commitment 
status  requires  the  same  procedural  safe- 
guards as  does  the  initial  involuntary  hospitali- 
zation. Years  ago  psychiatric  outpatients  (or 
former  patients)  could  be  rehospitalized  mere- 
ly upon  the  recommendation  of  friends  or 
family.  The  current  law  recognizes  the  serious- 
ness of  incarcerating  an  individual  (in  jail  or 
hospital)  and  specifies  the  legal  procedures, 
petitions,  etc.  which  must  be  completed.  State 
controls  over  the  basic  freedoms  of  such 
patients  are  properly  limited  to  those  persons 
who  have  been  convicted  of  some  criminal 
activity. 

I hope  that  psychiatrists  as  well  as  other 
physicians  will  make  an  attempt  to  understand 
the  Nebraska  commitment  statutes,  in  letter 
and  in  spirit.  I agree  with  Dr.  Wengert  and  Mr. 
Fahey  that  the  law  “is  worth  it,  both  to  the 
patient  and  to  society”. 

The  opinions  expressed  above  are  my  own. 
They  do  not  necessarily  represent  the  view- 
points of  the  Nebraska  Psychiatric  Institute, 
the  University  of  Nebraska  Medical  Center,  or 
Rush  Medical  College. 


Sincerely, 

William  H.  Reid,  M.D.,  M.P.H. 
Associate  Professor  of  Psychiatry 
Clinical  and  Forensic  Psychiatrist 
Nebraska  Psychiatric  Institute 

Forensic  Consultant 
Section  on  Psychiatry  and  Law 
Rush  Medical  College 
Chicago,  Illinois 


procedure  to  those  physicians  who  have 
experienced  little  contact  with  it. 

We  would  agree  with  Dr.  Reid  that  predict- 
ing dangerousness  is  an  undesirable  psychi- 
atric exercise.  However,  the  doctor  confuses 
this  business  of  predicting  dangerousness  with 
the  clear  mandate  of  the  Nebraska  Mental 
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Health  Commitment  Act,  which  does  not  allow 
us  to  predict  dangerousness  but  rather  re- 
quires that  a finding  of  dangerousness  be 
manifested  by  . . evidence  of  recent  violent 
acts  or  threats  of  violence  or  by  placing  others 
in  reasonable  fear  of  such  harm”.  In  other 
words,  the  Nebraska  legislature  is  telling  us 
that,  in  order  for  anybody  to  be  found 
dangerous  or  violent,  they  must  have  already 
exhibited  recent  violent  behavior  or  threats  of 
violence  before  the  commitment  process  can 
be  initiated. 

The  same  can  be  said  for  suicides  or  attempts 
or  threats  at  suicides.  The  law  clearly  requires 
a commitment  board  to  have  “evidence  of 
recent  attempts  at,  or  threats  of,  suicide  or 
serious  bodily  harm”,  before  a finding  can  be 
made  of  dangerousness  to  himself. 

Hard  facts  must  be  brought  before  a 
commitment  board  before  it  can  act  on  limiting 
a person’s  freedom  of  movement.  Very  often, 
the  frustrated  family  member  replies  that  the 
person  “has  to  kill  someone”  before  we  will 
take  any  acton.  While  this  is  not  quite  true,  the 
law  does  allow  us  to  act  on  threats  by  the 
patient,  the  fact  remains  that  if  there  are  no 
prior  threats,  then  nothing  can  be  done  until 
after  the  fact.  This  is  simply  the  Legislature’s 
decision.  The  Legislature,  in  enacting  the 
Mental  Health  Commitment  Act  in  this  state, 
considered  all  of  the  prerogatives  and  decided 
that  it  would  be  most  fair  to  the  patient  and  to 
society  to  require  some  previous  act  or  threat 
before  the  initiation  of  the  mental  health 
commitment  process. 

Our  Problem  No.  3 dealt  with  those 
patients  who  are  hospitalized  but  who  sign 
a letter  requesting  to  leave  the  hospital  against 
medical  advice.  If  we  understand  Dr.  Reid’s 
position  correctly,  keeping  the  patient  in  the 
hospital  against  his  wishes  would  depend  upon 
the  severity  of  the  patient’s  illness.  But  that  is 
only  half  the  standard.  Dangerousness  is  also 
required.  Perhaps  our  example  was  not  clear 
enough,  but  we  attempted  to  show  two 
situations  serious  to  life  which  required 
continued  hospitalization.  In  other  words,  we 
were  saying  that  the  law  would  allow  us  to  keep 
a person  in  a hospital  setting  only  where 
mental  illness  and  dangerousness  are  both 
present.  A person  who  is  mentally  ill  but  who 
has  exhibited  no  signs  or  threats  of  dangerous- 
ness either  to  himself  or  to  others  cannot  be 


required  to  remain  in  the  hospital.  There 
would  have  to  have  been  some  threatening 
situation  existing  that  would  allow  for  the 
hospital  to  continue  to  hold  the  patient  until 
the  County  Attorney  takes  action. 

Dr.  Reid  suggests  further  in  his  letter  that 
“Inability  to  provide  oneself  with  basic  human 
needs  is  a rarely  challenged  section.”  But, 
again,  we  must  disagree.  Some  of  the  most 
difficult  decisions  we  have  made  have  come 
from  challenges  to  this  section.  The  examples 
that  we  gave  in  the  article,  that  is,  the  refusal  of 
insulin  and  anti-hypertensives,  were  meant  to 
show  that  commitment  can  take  place  when 
these  refusals  might  prove  life  threatening. 
The  examples  were  taken  from  the  hospital 
psychiatric  liaison  practice  of  several  of  us 
closely  associated  with  the  Board  of  Mental 
Health.  Although  we  firmly  believe  in  the 
voluntary  free  will  of  the  patient,  indeed  it 
does  present  a crisis  in  the  “solid  doctor- 
patient  relationship”  when  the  patient  is 
disoriented,  firmly  convinced  Woodrow  Wil- 
son is  still  President,  and  is  refusing  digitalis. 

Dr.  Reid  indicates  that,  in  his  opinion,  the 
boards  are  now  empowered  to  order  outpatient 
care  or  any  other  kind  of  care  but  only  to 
commit  a patient  for  evaluation  and  treatment. 
Unfortunately,  we  must  again  disagree  with  Dr. 
Reid,  and  our  disagreement  is  not  merely 
based  upon  our  own  opinions.  The  State 
Attorney  General’s  Office  has  indicated  in  an 
opinion  that  any  changes  in  the  patient’s 
treatment,  either  to  a less  restrictive  or  more 
restrictive  type  setting,  must  first  be  approved 
by  the  committing  Board  of  Mental  Health. 
That  would  require  that  the  board  be  notified 
before  a patient  goes  from  an  inpatient  setting 
to  an  outpatient  setting.  The  state’s  regional 
centers  even  notify  us  for  permission  before 
they  begin  home  visits  for  those  long-term 
care  patients.  This  is  a responsibility  that  we 
did  not  solicit  but  which  the  Legislature  has 
given  us.  In  the  vast  majority  of  cases,  our 
Board  of  Mental  Health  certainly  defers  to  the 
opinions  of  the  treating  physician  and  the 
treating  hospital  staff.  They  know  the  patient 
best,  and  we  feel  very  secure  in  relying  on  their 
judgment.  But,  the  fact  remains  that  the  law 
does  require  the  approval  of  the  Mental  Health 
Board  for  changes  in  the  treatment  modality. 

Finally,  Dr.  Reid  indicates  that,  again  in  his 
opinion,  the  rehospitalization  of  an  outpatient 
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who  remains  under  commitment  requires  “the 
same  procedural  safeguards  as  does  the  initial 
involuntary  hospitalization”.  Certainly,  if  a 
person  were  to  be  rehospitalized  by  the  Board 
of  Mental  Health,  then  a hearing  would  be 
required  to  determine  just  exactly  what  the 
basis  was  for  that  person’s  emergency  rehos- 
pitalization. The  patient  at  the  hearing  is 
entitled  to  the  same  due  process  procedural 
safeguards  as  he  was  under  the  initial  commit- 
ment hearing.  If,  however,  Dr.  Reid  is  suggest- 
ing that  there  cannot  be  a rehospitalization 
under  the  patient’s  present  commitment  with- 
out a new  Petition  being  filed  and  served  upon 
the  patient,  then  we  disagree.  Under  the  law, 
we  have  the  right  to  rehospitalize  the  patient 
when  we  think  that  the  situation  warrants  it. 

Between  Cases 

Heard  On  TV. 

You  can  never  get  an  autopsy  when  you  want 
one. 

Words  I Can  Do  Without. 

Menage  a trois,  precis,  critique,  mystique, 
categorically. 

On  Editors. 

It’s  to  their  credit 
That  they  edit. 

Schervish. 

Does  Legionnaires  Disease  Kill  By 
Extrapolation? 

Legionnaires  Disease  May  Kill  70,000  ...  By 
Extrapolation. 

Headline  in  another  journal. 

Expectation  Of  Life  At  Birth,  In  The  U.S. 

1900:  47  years. 

1968:  70  years. 

The  I Report. 

Physical  exam  revealed  one  bilateral  cat- 
aracts, OD  greater  than  OS,  all  of  it. 

Quote  Unquote. 

Even  the  ugliest  human  exteriors  may 
contain  the  most  beautiful  viscera. 
Haldane. 


This,  of  course,  would  allow  the  patient  a 
hearing  on  the  matter,  with  his  attorney 
present,  to  be  confronted  with  the  evidence 
that  led  to  his  rehospitalization.  If  it  developes 
at  the  hearing  that  other  less  restrictive 
measures  might  suffice,  then  we  can  adopt 
those  measures.  But,  we  do  have  the  right  to 
rehospitalize  someone  under  commitment  if 
the  conditions  warrant. 

We  hope  that  these  further  explanations  of 
our  article  and  our  replies  to  Dr.  Reid’s 
observations  will  benefit  the  Nebraska  practi- 
tioner. 

Very  truly  yours, 

John  P.  Fahey 

James  W.  Wengert,  M.D. 


Definitions. 

Politician:  an  animal  who  can  sit  on  a fence 
and  yet  keep  both  ears  to  the  ground. 
Wilde. 

Lines  I Like. 

This  dog  followed  me  home. 

You  Have  To  Think  About  It. 

We  had  steak. 

I would  have  had  meat  loaf,  but  it  rained. 

Quote  Unquote. 

. . it  may  not  be  the  undertaker,  but  who  the 
hell  else,  except  maybe  the  doctor,  same  thing. 
Berry  Fleming:  Captain  Bennett’s  folly. 

Definitions. 

Mind:  a mysterious  form  of  matter  secreted 
by  the  brain. 

Bierce. 

Heard  In  The  Office. 

You’re  too  young  to  be  that  old. 

R.O. 

Quote. 

I like  man,  but  not  men. 

Emerson. 
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Medicinews 


Research  in  medical  practice  in 
rural  Nebraska 

The  University  of  Nebraska  Medical  Center 
is  soliciting  interested  physicians  and  nurses  in 
Nebraska  who  would  like  to  cooperate  on 
research  projects  of  their  interest  in  their 
communities,  as  well  as  at  the  Medical  Center, 
with  an  appropriate,  interested  faculty  member 
of  the  University  of  Nebraska  Medical  Center. 
The  goal  of  such  an  endeavor  would  be  to  help 
you  answer  some  of  those  questions  that  you 
raise  regarding  your  practice,  your  community, 
or  other  aspects  of  medicine  that  you  may  not 
be  able  to  pursue  on  a research  basis  or  might 
not  have  the  time  to  do  so.  Examples  of 
potential  research  projects  may  include  those 
in  epidemiology,  toxicology,  or  treatment 
methods  utilized  in  your  area,  health  risks  on 


farms,  the  use  of  paramedical  personnel,  etc. 
Assistance  from  the  Medical  Center  may 
include  a research  assistant,  statistical  help, 
secretarial,  and  possibly,  even,  budgetary  help. 
If  interested,  please  contact  William  B.  Long, 
M.D.,  Rural  Health  Coordinator,  University  of 
Nebraska  Medical  Center,  42nd  and  Dewey, 
Omaha,  Nebraska  68105,  or  call  402-559-6419 
for  information. 


* 

L.  Dwight  Cherry  has  completed  his  recer- 
tification by  the  American  Board  of  Surgery. 
The  examination  was  held  in  October,  1980,  in 
Atlanta,  Georgia. 


Books 

Reviewed 

Current  medical  diagnosis  & treatment  1981;  edited 
by  Marcus  A.  Krupp,  M.D.  and  Milton  J.  Chatton,  M.D.; 
1100  pages;  limp  cover  $21.00;  published  1981  by  Lange 
Medical  Publications,  Los  Altos,  California  94022. 

It  is  early  in  January,  so  I am  obviously  reviewing  a very 
new  book.  This  text  has  appeared  in  a new  edition  every 
year  since  1962.  There  are  35  authors,  and  the  book  is 
divided  into  33  chapters.  There  is  a good  index,  and 
references  abound  throughout  the  book,  but  they  are  not 
numbered.  There  are  a few  tables. 

Krupp  & Chatton  has  become  standard  in  its  field.  It  is 
a useful  desk  reference,  as  the  authors  say,  and  not  a 
minitextbook.  Prices  go  up,  I think,  (very  little),  books  get 
thicker  (not  much),  but  the  information  that  is  yours  for 
about  20  dollars  is  a bargain.  If  I needed  a modern  text 
dealing  with  medical  diagnosis  and  treatment,  and  if  I 
didn’t  have  this  one,  I'd  buy  it. 

F.C. 


Received 

Foreign  medical  graduates  in  psychiatry;  by  Ronald 
Chen,  M.D.,  443  pages;  hardcover  $19.95;  published  1981 
by  Human  Sciences  Press,  72  Fifth  Avenue,  New  York, 
N.Y.  10011. 

New  foster  parents;  by  Patricia  Woodward  Cautley;  287 
pages;  hard  cover  $19.95;  published  1980  by  Human 
Sciences  Press,  72  Fifth  Avenue,  New  York,  N.Y.  10011. 


Sodium  in  medicine  and  health;  edited  by  Campbell 
Moses,  M.D.;  126  pages;  paperback;  published  1980  by 
Reese  Press,  Baltimore,  Maryland. 


Correction:  In  my  review  of  Health  Care  of  the  Elderly 
in  the  January  issue,  I could  find  no  references.  There  are 
references  in  Chapters  1,  3 and  4. 
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Coming  Meetings 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Executive  Committee  Dinner 
Meeting,  Sunday,  April  5,  1981;  meeting  at 
4:00  p.m.;  dinner  at  5:45  p.m.,  at  Omaha 
Country  Club,  Omaha. 

THE  SPORTSMAN  AS  A PATIENT,  April  7- 
10,  1981;  Keystone  Resort,  Colorado;  spon- 
sored by  Office  of  the  Surgeon  General, 
United  States  Army  Medical  Department 
and  The  5502  US  Army  Hospital,  United 
States  Army  Reserve,  Aurora,  Colorado. 
Accreditation:  10  hours,  Category  I Credit 
of  the  AMA.  Registration:  $100  (includes  a 
cocktail  party,  dinner,  and  complimentary 
spouse/guest  program).  Contact:  Sym- 

posium Coordinator,  Edgar  L.  McWethy, 
-Jr.,  USAR  Center,  Building  820,  Fitzsimons 
Army  Medical  Center,  Aurora,  Colorado 
80045,  (303)  341-8045/3096. 

Anticoagulant  and  Antiplatelet  Therapy  in 
Cardiovascular  Disease,  Saturday,  May  2, 
1981;  Nebraska  Center  for  Continuing  Educa- 
tion, 3300  Holdrege  Street.  Lincoln,  Nebraska; 
sponsored  by:  Lincoln  Division,  Nebraska 
Affiliate,  American  Heart  Association 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 
UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Business  Meeting,  Saturday,  May 
2,  1981,  5:00  p.m.,  Lincoln  Hilton  Hotel, 
Pool  Area  — Second  Level,  Lincoln,  Ne- 
braska. All  alumni  urged  to  attend.  In 
conjunction  with  Nebraska  Medical  Associa- 
tion meeting. 

ALPHA  OMEGA  ALPHA,  ALPHA  CHAPTER 
OF  NEBRASKA  — AOA  Week  is  May  4-7, 
1981.  Visiting  Professor  is  Sir  Andrew  Watt 
Kay,  Surgeon  from  Glasgow,  Scotland.  Noon 
Convocation  is  Wednesday,  May  6,  Wittson 
Hall  Amphitheatre  on  UNMC  campus.  AOA 
Initiation  Banquet  is  May  6,  6:30  p.m., 
Omaha  Country  Club,  Omaha. 
AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Session,  House  of  Delegates,  June 
7-11,  1981,  Chicago,  Illinois 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  September 
22,  1981  (time  to  be  announced).  Las  Vegas 
Hilton  Hotel,  Las  Vegas,  Nevada:  in  con- 
junction with  American  Academy  of  Family 
Physicians  meeting. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981.  Las  Vegas,  Nevada 


DECEMBER  10-12,  1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AOA.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St. 
Louis,  MO  63110  (314)  454-3873 

INTERNATIONAL  SYMPOSIUM  ON 
GILLES  DE  LA  TOURETTE  SYN- 
DROME, sponsored  by  the  National  Insti- 
tute of  Neurological  and  Communicative 
Disorders  and  Stroke,  the  Tourette  Syn- 
drome Association  and  the  Gateposts 
Foundation;  Roosevelt  Hotel,  N.Y.C.,  May 
27-29,  1981.  Program  Chmn:  Dr.  Tom 
Chase  (NINCDS),  Dr.  Arnold  Friedhoff, 
N.Y.U.  School  of  Medicine.  The  following 
topics  and  their  relevance  to  Tourette 
Syndrome  and  related  disorders  of  the  CNS 
will  be  covered:  pharmacology,  biochemistry, 
genetics,  animal  models,  neuropsychology 
and  clinical  aspects.  For  registration  in- 
formation and  program:  Sheldon  Novick, 
M.D.,  TSA  Med.  Dir.,  Gateposts  Edn.,  42-40 
Bell  Blvd.,  Bayside,  N.Y.  11361  (212) 
631-0177. 
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In  Memoriam 


By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

DeRoin,  William  A.,  M.D.,  born  1928,  died 
December  13,  1980,  University  of  Nebraska 
College  of  Medicine,  graduated  1965,  prac- 
ticed in  Wausa  and  Omaha,  Nebraska,  NMA 
member. 


Morrow,  Hamilton  H.,  M.D.,  born  September 
10,  1906,  died  December  6,  1980,  University 
of  Nebraska  College  of  Medicine,  graduated 
1932,  practiced  in  Fremont,  Nebraska,  NMA 
and  AMA  member. 


Was  hingtoNo  tes 


(Continued  from  page  22) 

quences  of  their  decisions.  The  Administration 
will  propose  comprehensive  legislation  to 
remedy  these  market  distortions.” 

As  an  interim  measure,  the  Administration 
said  it  will  propose  legislation  to  “establish  a 
limit  on  the  Medicaid  program’s  unconstrained 
growth.” 

“High  federal  matching,  excessive  benefit 
provisions  and  overly-generous  eligibility  have 
made  the  Medicaid  program  a very  poorly 
managed  social  program  that  fails  to  provide 
cost-effective  services  to  those  most  in  need,” 
the  Administration  said.  Eligibility  errors 
alone  are  estimated  to  cost  about  $1.2  billion  a 
year. 

The  federal  payment  limit  would  be  struc- 
tured to  cut  federal  expenditures  $100  million 
below  the  current  base  estimate  and  would  be 
allowed  to  increase  only  five  percent  in  fiscal 
1982,  rising  thereafter  with  the  overall  rate  of 
inflation.  Federal  spending  would  be  reduced 
by  $1.2  billion  next  year,  rising  to  $5  billion  in 
1986.  The  Administration  said  it  believes  “this 
degree  of  restraint  can  be  achieved  by  states 
without  reducing  basic  services  for  the  most 
needy  . . . No  state,  however,  would  be 
prevented  from  providing  whatever  additional 
services  it  deemed  appropriate  out  of  its  own 
resources.” 


The  economic  report  said  the  Administra- 
tion “will  propose  to  end  large  general 
subsidies  for  the  training  of  physicians  and 
other  health  professionals.  Such  programs  are 
no  longer  necessary  in  light  of  the  growing 
projected  supply  of  most  health  professionals. 
Instead,  federal  programs  will  be  directly 
targeted  on  training  needs  of  national  priority.” 

The  Administration  is  asking  only  $120 
million  for  health  professions  education  next 
year,  'compared  with  the  $400  million  pro- 
jected under  current  spending  levels  and  the 
current  year’s  budget  of  $368  million. 

The  federal  grant  and  loan  subsidy  program 
for  Health  Maintenance  Organizations  (HMOs) 
would  be  eradicated  by  the  Administration. 
“After  eight  years  of  federal  support,  the 
feasibility  of  HMO  prepaid  health  care  de- 
livery has  been  adequately  demonstrated.” 

Legislation  will  be  proposed  to  strike  present 
“unnecessarily  restrictive  requirements”  for 
federal  qualifications  of  HMOs,  making  private 
capital  available  for  HMO  development  and 
“obviating  the  need  for  further  subsidies.”  No 
new  grants  or  loans  will  be  made,  but  HMOs 
now  receiving  support  will  be  allowed  to 
complete  their  grant  period.  The  program 
would  be  completely  phased  out  by  1983. 
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As  reported  earlier,  the  Administration  will 
not  seek  new  scholarships  for  the  National 
Health  Service  Corps  program  that  sends 
medical  teams  to  physician-shortage  areas.  At 
most,  6,000  NHSC  people  are  needed  now  to 
cover  health  manpower  shortage  areas,  the 
Administration  said.  A freeze  on  new  scholar- 
ships will  allow  the  corps  to  swell  to  9,000 
members  by  1990. 

Students  who  currently  have  NHSC  scholar- 
ships will  be  allowed  to  complete  their  training. 

Earmarked  for  oblivion  by  the  Administra- 
tion is  the  Professional  Standards  Review 
Organization  (PSRO)  program  “consistent 
with  a two-year  Administration  timetable  to 
develop  and  carry  out  health  financing  reforms 
that  encourage  competition  in  the  health 
sector.” 

“Contracts  will  be  renewed  with  only  those 
PSROs  judged  most  effective  in  controlling 
health  care  costs,”  and  some  traditional 
funding  will  be  allowed  through  1983  to  allow 
competing  systems  of  health  care  to  contract 
for  the  services  of  effective  PSROs. 

The  Administration  said  recent  studies  of 
the  program  show  that  PSROs  raise  national 
health  care  spending,  rather  than  reduce  it. 

The  PSRO  program  would  be  pared  to  an 
appropriation  of  $70  million  next  year,  from 
the  current  $174  million,  to  $67  million  the 
following  year  and  to  zero  by  fiscal  1984. 

The  controversial  health  planning  program, 
as  expected,  was  ticketed  for  destruction. 
Planning  “has  not  proved  effective  in  control- 
ling costs  on  a national  basis,  and  it  inhibits 
market  forces  needed  to  strengthen  competi- 
tion and  provide  less  costly  services.”  The 
certificate-of-need  requirement  under  plan- 
ning calls  for  a “government  franchise”  and 
inhibits  free  market  entry,  “often  propping  up 
high-cost  institutions  behind  a government- 
created  entry  barrier.” 

Health  planning  would  be  phased-out  over 
two  years,  receiving  $58  million  next  year  and 
no  money  by  fiscal  1984.  Outlays  in  the  current 
year  are  expected  to  reach  $162  million. 

The  budget  squeeze  that  would  keep  in- 
creased funding  below  the  projected  rate  of 
inflation  would  hit  the  National  Institutes  of 
Health  where  the  Administration  will  seek  $3.7 


billion  next  fiscal  year,  compared  with  the  $3.6 
billion  this  year.  The  eight  Public  Health 
Service  hospitals  and  29  clinics  would  be 
closed  down  over  the  next  four  years  at  an 
estimated  savings  of  more  than  $900  million 
over  the  period.  The  Administration  said  the 
system  “is  under-used  and  actually  aggravates 
health  care  costs  in  cities  where  the  hospitals 
are  located."  All  of  the  hospitals  are  located  in 
areas  with  an  excess  supply  of  hospital  beds, 
the  report  said. 

No  reduction  is  planned  for  the  $45.5  billion 
Medicare  program.  Other  programs  escaping 
the  economy  drive  are  the  basic  retirement 
program  of  Social  Security;  the  Veterans 
Administration  compensation  programs  for 
service  disabilities  and  non-service-connected 
disability  pensioners;  the  school  lunch  and 
breakfast  programs;  the  Head  Start  program 
for  preschoolers;  the  supplemental  security 
income  fund  for  the  blind,  elderly  and  dis- 
abled; and  the  summer  youth  jobs  program. 

Objections  to  cuts. 

Rumbles  of  protest  quickly  built  up  against 
President  Reagan’s  proposed  health  spending 
cuts. 

The  nation’s  governors,  meeting  in  Washing- 
ton, D.C.,  rejected  as  “not  acceptable”  the 
plan  to  limit  federal  payment  to  states  for 
Medicaid  costs.  Utah  Gov.  Scott  Matheson 
presented  the  White  House  with  the  governors’ 
position  that  “a  uniform,  nationwide  5 percent 
cap  on  federal  financial  participation  is  not 
acceptable.” 

Under  the  plan,  the  states  would  have  to 
come  up  with  an  additional  $1  billion  next 
fiscal  year  to  keep  Medicaid  services  operating 
at  their  present  rate  in  order  to  make  up  for  the 
federal  shortfall. 

HHS  Secretary  Richard  Schweiker  told  the 
governors  at  their  annual  meeting  that  the 
federal  cap  is  needed  because  Medicaid  “has 
unfortunately  been  out  of  control.” 

The  HHS  Chief  noted  that  the  “cap”  is 
designed  as  an  interim  measure  until  far- 
reaching  changes  can  be  made  in  the  medical 
system  designed  to  induce  greater  competi- 
tion. “The  only  way  to  cut  the  budget  is  to  cut 
the  budget,”  he  said,  indicating  that  the 
Administration’s  position  is  firm  on  the  issue. 

(Continued  on  page  25A) 
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Nebraska  Medical  Association 
1512  First  National  Bank  Building 
Lincoln,  Nebraska  68508 
(402)  474-4472 


SCIENTIFIC  SESSIONS  COMMITTEE 


Robert  M.  Stryker,  M.D.,  Chairman Omaha 

Dale  W.  Ebers,  M.D.,  Convention  Chairman  . . . Lincoln 

James  R.  Brown,  M.D Omaha 

Richard  A.  Cottingham,  M.D McCook 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 


1 13TH  ANNUAL  SESSION 
NEBRASKA  MEDICAL 
ASSOCIATION 


PURPOSE: 

To  advance  the  science  and  art  of  medicine  and  to 
elevate  the  standards  of  medical  education.  Meetings 
of  the  Annual  Session  are  devoted  to  the  scientific 
work  of  the  members,  disseminating  to  members  and 
others,  facts  and  opinions  relating  to  medical 
knowledge,  treatment  and  procedures. 

The  overall  goal  of  this  scientific  program  is  to 
substantiate  or  change  the  attitude  and  approach  of 
the  physician  to  the  solution  of  a given  medical 
problem,  present  new  knowledge  in  a specific  area, 
update  data  and  introduce  new  specific  skills  and 
techniques. 


SPONSORSHIP: 

The  meeting  is  sponsored  by  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association  in 
conjunction  with  the  Nebraska  Academy  of  Oph- 
thalmology, the  Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics,  the  Nebraska  Chapter  of  the 
American  College  of  Surgeons,  the  Nebraska  Pediatric 
Society,  the  Nebraska  Perinatal  Organization,  the 
Nebraska  Society  of  Internal  Medicine  and  the 
Nebraska  Thoracic  Society. 


CREDIT: 

This  program  is  acceptable  for  16  prescribed  hours 
by  the  American  Academy  of  Family  Physicians. 

As  an  organization  accredited  for  continuing  medical 
education,  the  Scientific  Sessions  Committee  of  the 
NMA  certifies  that  this  continuing  medical  education 
offering  meets  the  criteria  for  16  hours  of  credit  in 
Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association,  provided  it  is 
used  and  completed  as  designed. 


GENERAL  INFORMATION 


The  host  facility  for  the  Annual  Session  is  the  Lincoln 
Hilton  Hotel,  9th  and  “P”  Streets,  Lincoln,  Nebraska 
68501.  Telephone:  (402)  475-4011. 

REGISTRATION:  The  registration  desk  will  be  located 
in  the  Jobby  of  the  Lincoln  Hilton  Hotel.  Registration 
begins  at  1:00  p.m.,  on  Saturday,  May  2.  Identification 
badges  must  be  worn  by  all  persons  attending  the  session. 
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Russell  L.  Gorthey,  M.D.,  Lincoln 1980-1981 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha 1981-1982 

Secretary-Treasurer 

Orin  R.  Hayes,  M.D.,  Lincoln 1981 

Speaker,  House  of  Delegates 

Harry  W.  McFadden,  M.D.,  Omaha 1983 

Vice-Speaker,  House  of  Delegates 

Alvin  A.  Armstrong,  M.D.,  Scottsbluff 1983 


Board  of  Councilors 

District  Term  Expires 

I.  Stanley  M.  Truhlsen,  M.D.,  Omaha 1981 

II.  Louis  J.  Gogela,  M.D.,  Lincoln 1981 

III.  Myron  Samuelson,  M.D.,  Wymore 1981 

IV.  James  G.  Carlson,  M.D.,  Verdigre 1981 

V.  Warren  R.  Miller,  M.D.,  Columbus 1982 

VI.  Richard  M.  Pitsch,  M.D.,  Seward 1982 

VII.  Clarence  Zimmer,  M.D.,  Friend 1982 

VIII.  Thomas  Wallace,  M.D.,  Gordon 1982 

IX.  Warren  G.  Bosley,  M.D.,  Grand  Island 1983 

X.  Richard  Cottingham,  M.D.,  McCook 1983 

XI.  R.  E.  Donaldson,  M.D.,  North  Platte 1983 

XII.  R.  G.  Heasty,  M.D.,  Scottsbluff 1983 


Chairman,  Board  of  Councilors 

Louis  J.  Gogela,  M.D.,  Lincoln 1981 


Board  of  Directors 

Russell  L.  Gorthey,  M.D.,  Lincoln Chairman 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha. ...  Vice-Chairman 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  . . . Immediate 

Past  President 

Allan  C.  Landers,  M.D.,  Scottsbluff 1982 

Frederick  F.  Paustian,  M.D.,  Omaha 1983 

Herbert  E.  Reese,  M.D.,  Lincoln 1981 

Harry  W.  McFadden,  M.D.,  Omaha Ex-Officio 

Alvin  A.  Armstrong,  M.D.,  Scottsbluff Ex-Officio 

Louis  J.  Gogela,  M.D.,  Lincoln Ex-Officio 


Delegates  to  AMA 


C.  J.  Cornelius,  Jr.,  M.D.,  Sidney 1981 

John  D.  Coe,  M.D.,  Omaha 1982 

Alternate  Delegates  to  AMA 

Louis  J.  Gogela,  M.D..  Lincoln 1981 

Blaine  Y.  Roffman,  M.D.,  Omaha 1982 

Delegate  to  North  Central  Medical  Conference 

Dwaine  J.  Peetz,  M.D.,  Neligh 1982 

Editor,  Nebraska  Medical  Journal 

Frank  Cole,  M.D Lincoln 


Executive  Staff 

Kenneth  E.  Neff,  Executive  Director Lincoln 

William  L.  Schellpeper,  Assistant 
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ASSOCIATION  BUSINESS  SESSIONS 


We  take  this  opportunity  to  recognize  and  express 
appreciation  for  the  grants  received  from  the  following 
organizations: 

Abbott  Laboratories,  Pharmaceutical  Products 
Division 

Blue  Cross  and  Blue  Shield  of  Nebraska 

Bristol  Laboratories 

California  Intraocular  Lens  Corporation 

CIBA-GEIGY  Corporation 

Dorsey  Laboratories  (Division  of  Sandoz,  Inc.) 

Eli  Lilly  and  Company  and  Dista  Products  Company 
Mead  Johnson  Nutritional  Division 
Merck  Sharp  & Dohme,  Postgraduate  Program 
Parke-Davis 

A.  H.  Robins  Company 
Roche  Laboratories 

St.  Paul  Fire  & Marine  Insurance  Company 
Sandoz  Pharmaceuticals 
Smith  Kline  & French  Laboratories 
E.  R.  Squibb  & Sons,  Inc. 

The  Upjohn  Company 
Wyeth  Laboratories 


Board  of  Councilors 

Sunday,  May  3,  1981,  11:00  a.m.,  Parlours  B and  C 

Board  of  Directors 

Sunday,  May  3,  1981,  5:00  p.m.,  Room  202 

House  of  Delegates 

First  Session:  Sunday,  May  3,  1981,  1:30  p.m..  East 

and  Center  Ballrooms 

Second  Session:  Monday,  May  4,  1981,  7:30  a.m.,  East 
and  Center  Ballrooms 

Third  Session:  Tuesday,  May  5,  1981,  7:30  a.m.,  East 

and  Center  Ballrooms 

Nominating  Committee 

First  Session:  Sunday,  May  3,  1981,  4:00  p.m.,  Room 

202 

Second  Session:  Monday,  May  4,  1981,  7:00  a.m.,  Room 
203 

Third  Session:  Monday,  May  4,  1981,  11:00  a.m..  Room 

203 


SPECIALTY  SOCIETY  BUSINESS  SESSIONS 


Nebraska  Academy  of  Ophthalmology 

Saturday,  May  2,  1981,  4:00  p.m.,  Niobrara  Room 

Nebraska  Chapter,  American  Academy  of  Pediatrics 

Sunday,  May  3,  1981,  5:00  p.m.,  Platte  Room 

Nebraska  Chapter,  American  College  of  Surgeons 

Saturday,  May  2,  1981,  4:30  p.m.,  Platte  Room 

Nebraska  Thoracic  Society 

Sunday,  May  3,  1981,  12:00  noon,  Fanny’s 
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PROGRAM 

113th  Annual  Session 


PROGRAM 


1:00  p.m. 


2:15 

to 

5:00  p.m. 


2:15 


3:00 


3:45 


4:30 


2:00 

to 

5:00  p.m. 


2:00 


3:00 


4:00 


SATURDAY,  MAY  2,  1981 


SATURDAY,  MAY  2,  1981 

General  Registration,  Lobby,  Lincoln  Hilton 
Hotel 


NEBRASKA  CHAPTER,  AMERICAN 
COLLEGE  OF  SURGEONS 

Platte  Room 

Program  Chairman  — D.  R.  Owen,  M.D., 
F.A.C.S.,  Omaha 

“What’s  New  in  Urologic  Surgery” 

Moderator  — Hal  Mardis,  M.D.,  F.A.C.S., 
Omaha 

— Francis  F.  Bartone,  M.D.,  F.A.C.S.,  Omaha 
— H.  Jeoffrey  Deeths,  M.D.,  F.A.C.S.,  Omaha 
— Charles  F.  Damico,  M.D.,  F.A.C.S.,  Hastings 
— Jan  Werner,  M.D.,  Omaha 

“What’s  New  in  Vascular  Surgery” 

Moderator  — D.  R.  Owen,  M.D.,  F.A.C.S., 
Omaha 

— Norris  D.  Johnson,  M.D.,  Omaha 
— Thomas  C.  Howard,  M.D.,  F.A.C.S.,  Omaha 
— Chester  N.  Paul,  M.D.,  F.A.C.S.,  Lincoln 

“What’s  New  in  Biliary  Surgery” 

Moderator  — D.  R.  Owen,  M.D.,  Omaha 
— Scott  G.  Rose,  M.D.,  Omaha 
— William  T.  Griffin,  M.D.,  F.A.C.S.,  Lincoln 
— Brian  L.  Ganzel,  M.D.,  Omaha 

Business  Meeting 


2:00 

to  NEBRASKA  SOCIETY  OF 
4:00  p.m.  INTERNAL  MEDICINE 

Missouri  Room 

Program  Chairman  and  Moderator  — 
Vernon  F.  Garwood,  M.D.,  Lincoln 

“The  Professional  Corporation  in 
Financial  Management” 

2:00  “Professional  Corporations  and  Where 
They  Stand  After  KIDDE-GARLAND 
and  SEC.  414  (M)” 

— M.  H.  Weinberg,  Esq.,  Omaha 

2:45  “Corporate  Qualified  Retirement  Plans 
— Suggestions  For  Income  Tax  and 
Estate  Tax  Planning” 

— Mr.  Jon  A Camp,  Lincoln 

3:30  Round  Table  Discussion 


SATURDAY,  MAY  2,  1981 


5:00  p.m.  UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  MEETING 
AND  SOCIAL  HOUR 

Pool  Area 


NEBRASKA  ACADEMY  OF 
OPHTHALMOLOGY 

Niobrara  Room 

Program  Chairman  — Howard  A.  Dinsdale, 
M.D.,  Lincoln 

“Treatment  of  Diabetic  Retinopathy” 

“Laser  Treatment  of  Diabetic 
Retinopathy” 

Moderator  — Everett  C.  Madson,  M.D., 
Omaha 

— Ronald  G.  Michels,  M.D. 

Baltimore,  Maryland 

“Vitreous  Surgery  for  Diabetic 
Retinopathy” 

Moderator  — Everett  C.  Madson,  M.D., 
Omaha 

— Ronald  G.  Michels,  M.D. 

Baltimore,  Maryland 

Business  Meeting 
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PROGRAM 


PROGRAM 


SATURDAY,  MAY  2,  1981  SUNDAY,  MAY  3,  1981 


6:00  p.m.  PRESIDENT'S  RECEPTION 

For  Physicians  and  Their  Spouses 
Lower  Level,  Lincoln  Hilton  Hotel 

Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Association  Auxiliary. 

7:00  p.m.  FUN  NIGHT 

Nebraska  Ballroom,  Lower  Level,  Lincoln 
Hilton  Hotel 

Rent-A-Retreat  Auction  for  Health  Gallery 
Mobile  Unit 


Spectakulor 

Nebraska  Wesleyan  University’s  “Spectakulor” 
music  group  is  in  its  fourth  year.  The  group  was 
formed  to  participate  in  USO  summer  tours.  This 
summer  the  group  will  tour  to  Veterans  Hospitals 
on  the  West  coast. 


Dennis  Schneider  Orchestra 

This  popular  Lincoln  group  will  play  for  your 
listening  and  dancing  pleasure.  Everything  for  the 
person  who  loves  to  dance  — pop  tunes,  polkas, 
soft  rock,  swing  and  jazz. 


7:00  a.m.  General  Registration,  Lobby,  Lincoln  Hilton 
Hotel 

8:00  a.m.  NEBRASKA  PERINATAL 
to  ORGANIZATION 
6:00  p.m.  First  Annual  Perinatal  Workshop 

In  Conjunction  with  the  Nebraska 
Medical  Association 
West  Ballroom 
Program  Chairman  — 

Lawrence  C.  Bausch,  M.D.,  Lincoln 

8:00  Welcome 

Lawrence  C.  Bausch,  M.D.,  Lincoln 
Russell  L.  Gorthey,  M.D.,  Lincoln 

Moderator  — Robert  J.  Luby,  M.D.,  Omaha 

8:05  “Hypovolemia  in  Pregnancy” 

— Robert  C.  Goodlin,  M.D.,  Omaha 

8:50  “Hypertension  and  the  Reproductive 
Female” 

— John  W.  Goldkrand,  M.D.,  Omaha 
9:35  Break 


Moderator  — Kenton  L.  Shaffer,  M.D.,  Kearney 

9:45  “Herpes:  Maternal  and  Fetal 
Perspectives” 

— Joseph  Bocchini,  Jr.,  M.D. 

Shreveport,  Louisiana 

10:30  “Diaphramatic  Hernia” 

— Jerry  Haase,  M.D. 

Denver,  Colorado 

11:15  “High  Frequency,  Positive  Pressure 
Ventilation” 

— Marvin  Lough,  R.R.T. 

Cleveland,  Ohio 

12:00  Luncheon 

Discussions  — Morning  participants 

Moderator  — Joseph  C.  Scott,  M.D.,  Omaha 

1:30  “Neonatal  Cerebral  Hemorrhage” 

— Robert  M.  Nelson,  Jr.,  M.D.,  Omaha 

2:10  “Ultrasonic  Assessment  of  Fetal  Growth 
Retardation” 

— Joseph  C.  Anderson,  M.D.,  Omaha 
2:50  Break 

SECTION  A — WEST  BALLROOM 

Moderator  — Ruth  Youngberg,  R.N.,  Lincoln 

3:00  “Interpretation  of  Blood  Gases” 

— David  L.  Bolam.  M.D.,  Omaha 
3:45  “Chlamydia  Infections  in  the  Neonate” 

— Joseph  Bocchini,  Jr.,  M.D. 

Shreveport,  Louisiana 
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PROGRAM 


PROGRAM 


SUNDAY,  MAY  3,  1981 

4:25  Break 

4:35  “Bronchopulmonary  Dysplasia”' 

— Harold  E.  Bland,  M.D.,  Omaha 
5:20  “Hyperbilirubinemia” 

— Larry  F.  Wilson,  M.D.,  Gothenburg 

SECTION  B — NIOBRARA  ROOM 
Moderator  — Ken  Draper,  R.R.T.,  Lincoln 
3:00  “WIC  Nebraska  — Its  Impact  on  Infant 
Nutrition” 

—Margot  Mason,  R.D.,  Omaha 
3:20  “Nutritional  Management  of  the  High 
Risk  Infant” 

— Mary  Balluff,  R.D.,  Omaha 
3:45  “Capnography  Monitoring  of  Infants” 

— Phillip  Nuzzo,  R.R.T. 

Seattle,  Washington 
4:25  Break 

4:35  “Advanced  Monitoring  of  the  Neonate” 
— John  Headley,  C.R.T.T.,  Omaha 
5:20  “Transport  of  the  High  Risk  Infant” 

— Tom  Whitman 
Denver,  Colorado 


8:30  a.m.  NEBRASKA  THORACIC  SOCIETY 

to  Assembly  Room 

12:00  noon  Program  Chairman  — 

Vito  A.  Angelillo,  M.D.,  Omaha 

Moderator  — Frederic  Kiechel,  III,  M.D.,  Lincoln 


SUNDAY,  MAY  3,  1981 


8:30  NEBRASKA  MEDICAL  ASSOCIATION 

to  AD-HOC  COMMITTEE  ON  ATHLETIC 

11:30  a.m  MEDICINE 

Symposium  on  Athletic  Medicine 

Platte  Room 

Program  Chairman  and  Moderator  — 
Patrick  E.  Clare,  M.D.,  Lincoln 


8:30  “Hand  Injuries  and  Jersey  Finger” 

— Robert  M.  Cochran,  II,  M.D.,  Omaha 

8:50  “Cervical  Spine  Injuries” 

— Charles  W.  Newman,  M.D.,  Lincoln 

9:10  “Injuries  in  Female  Athletes” 

— Frederick  D.  Hathaway,  M.D.,  Lincoln 

9:30  Break 

9:40  “Knee  Injuries” 

— W.  Michael  Walsh,  M.D.,  Omaha 

10:00  “Rehabilitation  of  Knee  and  Ankle 
Inj  uries” 

— Jerry  Weber,  R.P.T.,  Lincoln 

10:20  “Shoulder  Injuries” 

— Patrick  E.  Clare,  M.D.,  Lincoln 

10:40  “Heart  Disease  and  Exercise” 

— Alan  D.  Forker,  M.D.,  Lincoln 

11:00  Panel  Discussion  and  Questions 


1 1:00  BOARD  OF  COUNCILORS,  NEBRASKA 
MEDICAL  ASSOCIATION 

Parlours  B and  C 


8:30  “Clinical  Application  of  Pulmonary 
Function  Tests” 

— John  D.  Roehrs,  M.D.,  Omaha 

8:50  “Practical  Use  of  Bronchodilators” 

— Thomas  C.  Nilsson,  M.D.,  Omaha 

9:30  “Evaluating  the  Patient  with  Shortness 
of  Breath” 

— Leonard  M.  Moss,  M.D.,  Omaha 
10:00  Break 

Moderator  — Russell  A.  Novak,  M.D.,  Lincoln 

10:15  “Oxygen  Therapy” 

— Lon  W.  Keim,  M.D.,  Omaha 

10:45  “IPPB,  Incentive  Spirometry  and  Other 
Measures  for  Lung  Expansion” 

— Walt  J.  O’Donohue,  M.D.,  Omaha 

11:15  Questions  and  Answers 
11:45  Adjourn 

12:00  Business  Meeting 
Fanny’s 

“High  Frequency  Positive  Pressure 
Ventilation” 

— Delmar  J.  Gillespie,  M.D. 

Rochester,  Minnesota 


12:00  noon  ATHLETIC  MEDICINE  LUNCHEON 

Missouri  and  Niobrara  Rooms 

For  Physicians  and  Their  Spouses 

Presiding  — Russell  L.  Gorthey,  M.D., 
Lincoln 


Guest  Speaker 


“The  Academic  Health  of  Cornhusker 
Athletes” 


Ursula  R.  Walsh,  Ph.D. 

Academic  Consultant,  Athletic  Department 
University  of  Nebraska-Lincoln 
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PROGRAM 


PROGRAM 


SUNDAY,  MAY  3,  1981 


SUNDAY,  MAY  3,  1981 


1:30  p.m.  HOUSE  OF  DELEGATES, 

NEBRASKA  MEDICAL  ASSOCIATION 

East  and  Center  Ballrooms 


Recognition  of  Fifty-Year  Practitioners 


Arthur  W.  Abts,  M.D. 
Omaha 

Charles  D.  Bell,  M.D. 
Roca 

Herbert  A.  Blackstone,  M.D. 
Bridgeport 


-J.  William  Hervert,  M.D. 
Lincoln 

Elmer  T.  Hobbs,  M.D. 
Lincoln 

Lloyd  N.  Kunkel,  M.D. 
Weeping  Water 


3:45  “IgE  and  IgG4  in  Laboratory  Animal 
Allergy” 

— Howard  Gollup,  M.D.,  Omaha 

4:00  “Enhanced  Calcium  Absorption  with 
In  Vivo  Intestinal  Perfusion  of  Bile” 

— Lyn  Hunt,  M.D.,  Omaha 

4:15  “Hirshprungs  Megacolon” 

— Jerry  Haase,  M.D. 

Denver,  Colorado 

5:00  Business  Meeting 
Platte  Room 

6:00  Social  Hour 

Nebraska  Ballroom 


James  W.  Carr,  M.D. 
Naples,  Florida 

Dawson  A.  Dowell,  M.D. 
Omaha 

Harold  Gifford,  M.D. 
Omaha 

John  J.  Grier,  M.D. 
Omaha 


Grace  Loveland,  M.D. 
Lincoln 

George  R.  Underwood,  M.D. 
Lincoln 

Cecil  L.  Wittson,  M.D. 
Omaha 

Willis  D.  Wright,  M.D. 
Omaha 


2:00  p.m.  Reference  Committees, 

Nebraska  Medical  Association 


2:00  NEBRASKA  CHAPTER,  AMERICAN 
to  ACADEMY  OF  PEDIATRICS  AND  THE 

6:00  p.m.  NEBRASKA  PEDIATRIC  SOCIETY 

Platte  Room 

Program  Chairman  and  Moderator  — 
Warren  G.  Bosley,  M.D.,  Grand  Island 

2:00  “Neurological  Problems  in  Pediatric 

Practice,  Diagnosis  and  Management” 

— J.  Gordon  Millichap,  M.D. 

Chicago,  Illinois 

2:45  “Hemolytic  Anemia  Complicating 
Antihemophiliac  Therapy” 

— Alan  G.  Fuss,  M.D.,  Omaha 

3:00  “Poison  Control  Center  and  Mass 
Poisonings” 

— Kay  Rauth-Farley,  M.D.,  Omaha 

3:15  “Effects  of  Routine  Neonatal  ICU 

Procedures  on  Oxygenation  Measured 
Transcutaneously” 

— David  Danford,  M.D.,  Omaha 

3:30  “Microcomputer  Simulation  of 

Mechanical  Ventilation  in  a Sick 
Newborn” 

—David  K.  Fry,  M.D.,  Omaha 


7:00  Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics  Dinner 

Nebraska  Ballroom 
Presiding  — Warren  G.  Bosley,  M.D., 
Grand  Island 

University  of  Nebraska  Centennial  — 
Pediatric  Awards 

100  Years  of  Child  Health:  The  Past,  The 
Present,  The  Future 

Introduction  — Carol  Angle,  M.D. 

A Centennial  History  of  UNMC  — multimedia 
presentation  by  John  W.  Boyd.  Commentary 
by  Paul  Bancroft,  M.D.  and  John  Thomas, 
M.D. 

The  Donald  Nilsson  Award  for  Excellence  in 
Research  by  a Pediatric  Resident 
Presented  by  Roger  Kobayashi,  M.D. 

Nebraska  Academy  of  Pediatrics  — 
Outstanding  Pediatric  Student  Award 
Presented  by  Hobart  Wiltse,  M.D. 

University  of  Nebraska  Medical  Center 
Department  of  Pediatrics  Award  for 
Distinguished  Service  by  the  Volunteer 
Faculty 

Presented  by  Paul  Mooring,  M.D. 

University  of  Nebraska  Medical  Center 
Centennial  Child  Health  Award 

Presented  by  Matilda  Mclntire,  M.D. 

Acceptance:  State  Senator  Shirley  Marsh 


4:00  p.m.  NOMINATING  COMMITTEE, 

NEBRASKA  MEDICAL  ASSOCIATION 

Room  202 


5:00  p.m.  BOARD  OF  DIRECTORS, 

NEBRASKA  MEDICAL  ASSOCIATION 

Room  202 
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PROGRAM 


PROGRAM 


SUNDAY,  MAY  3,  1981 


MONDAY,  MAY  4,  1981 


7:00  p.m.  ANNUAL  MEDICINE  AND  RELIGION 
BANQUET 

East  and  Center  Ballrooms 
For  Physicians  and  Their  Spouses 

Presiding  — Dale  W.  Ebers,  M.D.,  Lincoln 


7:00  a.m.  General  Registration,  Lobby,  Lincoln  Hilton 
Hotel 

7:00  a.m.  NOMINATING  COMMITTEE, 

NEBRASKA  MEDICAL  ASSOCIATION 

Room  203 


Guest  Speaker 

“The  Ancient  Library  of  Qumran,  the 
Flowering  of  a Tradition’’ 

Harrell  F.  Beck,  Ph.D. 

Professor  of  Old  Testament 
Boston  University 
Boston,  Massachusetts 


7:30  a.m.  HOUSE  OF  DELEGATES, 

NEBRASKA  MEDICAL  ASSOCIATION 

East  and  Center  Ballrooms 

Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical 
Foundation  Student  Research 
Scholarship  Program  Checks 


9:30  THE  IMPAIRED  PHYSICIAN  — A 
to  JOINT  DISCUSSION  OF  CAUSES,  PRE- 

11:30  a.m.  VENTION  AND  REHABILITATION 

West  Ballroom 

Program  Chairman  and  Moderator  — 
James  E.  Kelsey,  M.D.,  Omaha 

— David  H.  Knott,  M.D. 

Memphis,  Tennessee 
— Leslie  E.  Collins,  Ph.D.,  Omaha 
— J.  Calvin  Davis,  III,  M.D.,  Omaha 
— Fr.  James  Hoff,  S.J.,  Omaha 
— Frank  J.  Menolascino,  M.D.,  Omaha 


11:00  a.m.  NOMINATING  COMMITTEE, 

NEBRASKA  MEDICAL  ASSOCIATION 

Room  203 

1:00  Scientific  Films  — Individual  Learning 

to  Experience 

6:00  p.m.  Parlours  A,  B,  and  C 
Program  Chairmen  — 

Richard  A.  Hranac,  M.D.,  Kearney,  and 
Orin  R.  Hayes,  M.D.,  Lincoln 
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PROGRAM 


PROGRAM 


1 1:30  a.m. 


1:00  p.m. 


1:00  p.m. 


1:30  p.m. 


5:30  p.m. 


6:30  p.m. 


MONDAY,  MAY  4,  1981 


TUESDAY,  MAY  5,  1981 


SPORTSMAN’S  DAY 

Sportsman’s  Day  Luncheon 
The  Country  Club  of  Lincoln 
3200  South  24th  Street 
(Participation  by  Preregistration  Only) 
Bernard  F.  Wendt,  M.D.,  Chairman 

Golf  Tournament 
The  Country  Club  of  Lincoln 
3200  South  24th  Street 
(Shotgun  Tee  Off) 

(Participation  by  Preregistration  Only) 
Bernard  F.  Wendt,  M.D.,  Chairman 

Tennis  Tournament 

Lincoln  Racquet  Club  Ltd. 

5300  Old  Cheney  Road 
(Participation  by  Preregistration  Only) 
William  T.  Griffin,  M.D.,  Chairman 

NMA  Fun  Run 

Two  and  Six  Mile  Runs 
Pioneers  Park,  West  Van  Dorn  Street 
(Participation  by  Preregistration  Only) 
Howard  A.  Dinsdale,  M.D.,  Chairman 

Sportsman’s  Day  Social  Hour 
The  Country  Club  of  Lincoln 
3200  South  24th  Street 
Bernard  F.  Wendt,  M.D.,  Chairman 

Sportsman’s  Annual  Award  Dinner 
The  Country  Club  of  Lincoln 
3200  South  24th  Street 
(Participation  by  Preregistration  Only) 
Bernard  F.  Wendt,  M.D.,  Chairman 


7:00  a.m.  General  Registration,  Lobby,  Lincoln  Hilton 
Hotel 


7:00  a.m.  PAST  PRESIDENT’S  BREAKFAST, 

NEBRASKA  MEDICAL  ASSOCIATION 

Haymarket 

7:00  a.m.  UNIVERSITY  OF  NEBRASKA 
PRECEPTOR  BREAKFAST 

West  Ballroom 

7:30  a.m.  HOUSE  OF  DELEGATES, 

NEBRASKA  MEDICAL  ASSOCIATION 

East  and  Center  Ballrooms 


8:00 

to 

12:00  noon 


Scientific  Films  — Individual  Learning 
Experience 

Parlours  A,  B,  and  C 
Program  Chairmen  — 

Richard  A.  Hranac,  M.D.,  Kearney,  and 
Orin  R.  Hayes,  M.D.,  Lincoln 


9:00  SYMPOSIUM  ON  WHAT’S  NEW  IN 

to  MEDICINE 

12:00  noon  Missouri  Room,  Niobrara  Room,  and  Platte 
Room 

Program  Chairman  — 

Robert  M.  Stryker,  M.D.,  Omaha 

Three  Simultaneous  Round  Table  Discussions 
Scheduled  in  Fifty-Minute  Segments 
10  Minutes  Between  Each  Segment 

Informality  and  Free  Discussion  Will  Prevail 

I “Dentistry  for  the  Physician” 

Missouri  Room 

— Stephen  L.  Coffey,  D.D.S.,  Omaha 
Section  Host  — _ 

James  R.  Brown,  M.D.,  Omaha 

II.  “Treating  Vaginitis” 

Niobrara  Room 

— George  M.  Adam,  M.D.,  Hastings 
Section  Host  — 

Richard  A.  Cottingham,  M.D.,  McCook 

III.  “Poisoning:  The  Black  Death  of  the  20th 
Century” 

Platte  Room 

— Jeffrey  A.  Passer,  M.D.,  Omaha 
Section  Host  — 

Robert  M.  Stryker,  M.D.,  Omaha 
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PROGRAM 


Auxiliary 

PROGRAM 


TUESDAY,  MAY  5,  1981 

12:00  noon  ANNUAL  DISTINGUISHED  LUNCHEON 

East  and  Center  Ballrooms 

For  Physicians  and  Their  Spouses 

Presiding  — 

Bowen  E.  Taylor,  M.D.,  President 
Lancaster  County  Medical  Society 

Installation  of  Carlyle  E.  Wilson,  Jr.,  M.D. 


Guest  Speaker 

“American  Medicine  in  the  1980’s” 

— William  Y.  Rial,  M.D. 

Speaker  of  the  House  of  Delegates 
American  Medical  Association 
Swarthmore,  Pennsylvania 


William  Y.  Rial,  M.D. 

Swarthmore,  Pennsylvania 


MRS.  CLIFFORD  M. 
HADLEY 


Lyons,  Nebraska 
President  1980-81 


MRS.  L.  PALMER 
JOHNSON 


Lincoln,  Nebraska 
President  1981-82 


MRS.  JOHN  F. 
VAUGHAN, 
President 
American  Medical 
Association  Auxiliary, 
Inc. 

Vancouver,  Washington 
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Auxiliary 

56th  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 


A CORDIAL  INVITATION  IS  EXTENDED  TO  EACH 
PHYSICIAN’S  SPOUSE  IN  NEBRASKA.  WE  URGE 
YOU  TO  REGISTER  AND  ATTEND  ALL  OF  OUR 
FUNCTIONS.  WELCOME  TO  LINCOLN! 


Registration:  Lobby,  Lincoln  Hilton  Hotel 

Saturday,  May  2,  1981  — 1:00  to  5:00  p.m. 
Sunday,  May  3,  1981  — 8:30  a.m.  to  12:00  noon 
Monday,  May  4,  1981  — 8:30  to  10:30  a.m. 
Tuesday,  May  5,  1981  — 8:30  a.m.  to  12:00  noon 

Hospitality  Room,  Displays  and  AMA-ERF  Boutique: 
Saturday,  May  2,  1981  — 1:00  to  5:00  p.m., 

Room  1304 

Sunday,  May  3,  1981  — 8:30  a.m.  to  12:00  noon. 
Room  1304 


Convention  Committee  Chairmen  — 1981 

General  Chairman: 

Mrs.  Dwight  Snyder  (Gloria) 

General  Co-Chairman: 

Mrs.  William  Nye  (Mary) 

Brunch: 

Mrs.  Harold  Cahoy  (Joan) 

Progressive  Dinner: 

Mrs.  Eilliott  Rustad  (Carol) 

Hospitality: 

Mrs.  John  Wiedman  (Lynne) 
Publicity: 

Mrs.  Charles  Barton  (Anne) 
Transportation: 

Mrs.  Craig  Urbauer  (Joyce) 

Registration: 

Mrs.  Donald  Waltemath  (Judy) 
Reservations: 

Mrs.  Robert  Osborne  (Desta) 
Resolutions: 

Mrs.  Frank  Tanner  (Ruth) 

Finance: 

Mrs.  Glen  Lau  (Elba) 

Special  Assistance: 

Mrs.  Richard  Olney  (Marj) 

Style  Show: 

Mrs.  John  Baldwin  (Linda) 

Mrs.  Harry  Shaffer  (Dorothy) 

CPR  Course: 

Mrs.  Larry  Fletcher  (Peggy) 


1:00 

to 

5:00  p.m. 
2:00 
to 

5:00  p.m. 
6:00  p.m. 


7:00  p.m. 


8:30  a.m. 
10:00  a.m. 


12:00  noon 


1:00  p.m. 
2:00  p.m. 


3:30  p.m. 
7:00  p.m. 


Auxiliary 

PROGRAM 

SATURDAY,  MAY  2,  1981 

Registration,  Lobby,  Lincoln  Hilton  Hotel 


CPR  Course,  First  Session 
Fanny’s,  Lincoln  Hilton  Hotel 

President’s  Reception 

For  Physicians  and  Their  Spouses 

Lower  Level,  Lincoln  Hilton  Hotel 

Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Association  Auxiliary 
(Joint  Meeting  of  Auxiliary  and  NMA) 

Fun  Night 

Nebraska  Ballroom,  Lower  Level,  Lincoln 
Hilton  Hotel 

Rent-A-Retreat  Auction  for  Health  Gallery 
Mobile  Unit 

Nebraska  Wesleyan  University’s 
“Spectakulor”  music  group 
Dennis  Schneider  Orchestra 


SUNDAY,  MAY  3,  1981 

Registration,  Lobby,  Lincoln  Hilton  Hotel 
Coffee  for  all  Members-at-Large  at  the  home 
of  Mrs.  Robert  Synhorst,  1000  Aldrich 
Road.  Hostess,  Mary  Ellen  Harry 
Athletic  Medicine  Luncheon 
Missouri  and  Niobrara  Rooms,  Lincoln 
Hilton  Hotel 

(Joint  Meeting  of  Auxiliary  and  NMA) 
Speaker  — 

“The  Academic  Health  of  Cornhusker 
Athletes” 

—Ursula  R.  Walsh,  Ph.D. 

Academic  Consultant,  Athletic  Department 
University  of  Nebraska  - Lincoln 
Health  Gallery  Mobile  Unit  on  Display  at 
Hilton 

Annual  Meeting 
Pre-Convention  Board  Meeting 

Assembly  Room,  Lincoln  Hilton  Hotel 
All  Members  Welcome 
Mrs.  Clifford  M.  Hadley,  NMA  Auxiliary 
President,  Presiding 
Aerobic  Dance  Demonstration  by 
Mrs.  Rodney  Basler 
Annual  Medicine  and  Religion  Banquet 
East  and  Center  Ballrooms,  Lincoln  Hilton 
Hotel 

(Joint  Meeting  of  Auxiliary  and  NMA) 
Speaker  — 

“The  Ancient  Library  of  Qumran, 
the  Flowering  of  a Tradition” 

— Harrell  F.  Beck,  Ph.D. 

Professor  of  Old  Testament 
Boston  University 
Boston,  Massachusetts 
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PROGRAM  PROGRAM 


MONDAY,  MAY  4,  1981 

7:30  a.m.  House  of  Delegates,  Nebraska  Medical 
Association 

East  and  Center  Ballrooms 
Presentation  of  AM  A Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical 
Foundation  Student  Research 
Scholarship  Program  Checks 
8:30  a.m.  Registration,  Lobby,  Lincoln  Hilton  Hotel 
10:30  a.m.  Champagne  Brunch 
University  Club 
Stuart  Building 
13th  & “P”  Streets 

Meet  in  the  Lobby  of  the  Lincoln  Hilton 
if  transportation  is  desired. 

Informal  modeling  during  Brunch  with 
Auxilian  Linda  Baldwin  of  Joy  and  Co. 


Guest  Speaker 

“The  Golden  Days  of  Radio” 
— Mr.  Bill  Wood 
KLIN  Radio  Station 
Lincoln,  Nebraska 


Presentation  of  Awards 
Special  Guest  — 

Mrs.  John  Vaughan,  President,  AMAA 
Vancouver,  Washington 
Installation  of  New  Officers 
2:00  p.m.  Tour  of  Kennard  and  Ferguson  Historical 
Homes 

Transportation  will  be  provided 
2:00  p.m.  CPR  Course,  Second  Session 

Fanny’s,  Lincoln  Hilton  Hotel 
6:00  p.m.  AMA-ERF  Benefit  Progressive  Dinner 

First  Course  — Home  of  Mrs.  Rodney 
Basler,  2700  Eastgate 
Second  Course  — Home  of  Mrs.  Andris 
Matisons,  5335  A Street 
Third  Course  — Home  of  Mrs.  Robert 
Buchman,  1200  Crestdale  Road 
Special  Entertainment  by  Auxilian  — 

Mrs.  James  Anthony 

Please  sign  up  at  registration  desk  if  trans- 
portation is  needed.  Meet  in  lobby  at 
5:45  for  transportation.  Maps  are  available 
at  the  registration  desk. 


TUESDAY,  MAY  5,  1981 

8:30  a.m.  Registration,  Lobby,  Lincoln  Hilton  Hotel 

8:30  a.m.  Breakfast 

Assembly  Room,  Lincoln  Hilton  Hotel 

9:00  a.m.  Post-Convention  Board  Meeting 

Assembly  Room,  Lincoln  Hilton  Hotel 

All  Members  Welcome 
Mrs.  L.  Palmer  Johnson,  Presiding 

12:00  noon  Annual  Distinguished  Luncheon 
East  and  Center  Ballrooms 

(Joint  Meeting  of  Auxiliary  and  NMA) 
Installation  of  Carlyle  E.  Wilson,  Jr.,  M.D. 
Guest  Speaker 

“American  Medicine  in  the  1980  s 
—William  Y.  Rial,  M.D. 

Speaker  of  the  House  of  Delegates 
American  Medical  Association 
Swarthmore,  Pennsylvania 
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Past  Presidents 

Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha  1868-69 

James  H.  Peabody,  M.D.,  Omaha  1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City  1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth  1871-72 

A.  Bowen,  M.D.,  Nebraska  City  1872-73 

H.  P.  Mathewson,  M.D.,  Omaha  1873-74 

John  Black,  M.D.,  Plattsmouth  1874-75 

L.  H.  Robbins,  M.D.,  Lincoln  1875-76 

J.  P.  Peck,  M.D.,  Omaha  1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City  1878-79 

Harvey  Link,  M.D.,  Millard  1879-80 

S,  D.  Mercer,  M.D.,  Omaha 1880-81 

M.  W.  Stone,  M.D.,  South  Omaha  1881-82 

A.  H.  Sowers,  M.D.,  Lincoln  1882-83 

Victor  H.  Coffman,  M.D.,  Omaha  1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island 1844-85 

W.  W.  Knapp,  M.D.,  Lincoln  1885-86 

Richard  C.  Moore,  M.D.,  Omaha  1886-87 

George  H.  Peebles,  M.D.,  Lincoln  1887-88 

Milton  Lane,  M.D.,  Kearney  1888-89 

J.  C.  Denise,  M.D.,  Omaha  1889-90 

D.  A.  Walden,  M.D.,  Beatrice 1890-91 

Charles  Inches,  M.D.,  Scribner  1891-92 

M.  L.  Hildreth,  M.D.,  Lyons  1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland  1893-94 

H.  B.  Lowry,  M.D.,  Lincoln  1894-95 

J.  E.  Summers,  M.D.,  Omaha  1895-96 

F.  D.  Haldeman,  M.D.,  Ord 1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha  1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln  . . . . 1898-99 

Robert  McConaughy,  M.D.,  York  1899-00 

H.  M.  McClanahan,  M.D.,  Omaha  1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth  1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City  1902-03 

B.  F.  Crummer,  M.D.,  Omaha  1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha  1905-06 

F.  A.  Long,  M.D.,  Madison  1906-07 

Harold  Gifford,  M.D.,  Omaha  1907-08 

L.  M.  Shaw,  M.D.,  Osceola  1908-09 

P.  H.  Salter,  M.D.,  Norfolk  1909-10 

J.  P.  Lord,  M.D.,  Omaha  1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah  1911-12 

I.  N.  Pickett,  M.D.,  Odell  1912-13 

D.  C.  Bryant,  M.D.,  Omaha  1913-14 

J.  P.  Gilligan,  M.D.,  O’Neill  1914-15 

E.  W.  Rowe,  M.D.,  Lincoln  1915-16 

W.  F.  Milroy,  M.D.,  Omaha  1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow  1918 

J.  M.  Bannister,  M.D.,  Omaha  1919 

H.  W.  Orr,  M.D.,  Lincoln  1920 

M.  S.  Moore,  M.D.,  Gothenburg  1921 

B.  B.  Davis,  M.D.,  Omaha  1922 


Past  Presidents 

Nebraska  Medical  Association 


B.  F.  Bailey,  M.D.,  Lincoln  1923 

Morris  Nielsen,  M.D.,  Blair  1924 

Palmer  Findley,  M.D.,  Omaha  1925 

H.  J.  Lehnhoff,  M.D.,  Lincoln  1926 

H.  E.  Potter,  M.D.,  Fairbury  1927 

B.  R.  McGrath,  M.D.,  Grand  Island  1928-29 

(to  5-14-29) 

F.  S.  Owen,  M.D.,  Omaha  1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln  1930-31 

Lucien  Stark,  M.D.,  Norfolk  1931-32 

A.  E.  Cook,  M.D.,  Randolph  1932-33 

Adolph  Sachs,  M.D.,  Omaha  1933-34 

Joseph  Bixby,  M.D.,  Geneva  1934-35 

Claude  A.  Selby,  M.D.,  North  Platte  1935-36 

George  W.  Covey,  M.D.,  Lincoln  1936-37 

R.  W.  Fouts,  M.D.,  Omaha  1937-38 

Homer  Davis,  M.D.,  Genoa  1938-39 

A.  L.  Miller,  M.D.,  Kimball  1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln  1940-41 

W.  P.  Wherry,  M.D.,  Omaha  1941-42 

Dexter  D.  King,  M.D.,  York  1942-43 

A.  L.  Cooper,  M.D.,  Scottsbluff  1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln  1944-45 

Charles  McMartin,  M.D.,  Omaha  1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island  1946-47 

G.  E.  Charlton,  M.D.,  Norfolk  1947-48 

J.  E.  M.  Thomson,  M.D.,  Lincoln  1948-49 

J.  D.  McCarthy,  M.D.,  Omaha  1949-50 

C.  H.  Sheets,  M.D.,  Cozad  1950-51 

D.  B.  Steenburg,  M.D.,  Aurora  1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln  1952-53 

James  F.  Kelly,  M.D.,  Omaha  1953-54 

Earl  F.  Leininger,  M.D.,  McCook  1954-55 

Wm.  E.  Wright,  M.D.,  Creighton  1955-56 

J.  M.  Woodward,  M.D.,  Lincoln  1956-57 

R.  Russell  Best,  M.D.,  Omaha  1957-58 

Fay  Smith,  M.D.,  Imperial  1958-59 

E.  E.  Koebbe,  M.D.,  Columbus  1959-60 

Fritz  Teal,  M.D.,  Lincoln  1960-61 

A.  J.  Offerman,  M.D.,  Omaha  1961-62 

O.  A.  Kostal,  M.D.,  Hastings  1962-63 

R.  F.  Sievers,  M.D.,  Blair  1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln  1964-65 

Willis  D.  Wright,  M.D.,  Omaha  1965-66 

Dan  A.  Nye,  M.D.,  Kearney  1966-67 

Robert  J.  Morgan,  M.D.,  Alliance  1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln  1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha  1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice  1970-71 

Roger  D.  Mason,  M.D.,  McCook  1971-72 

Frank  P.  Stone,  M.D.,  Lincoln  1972-73 

John  D.  Coe,  M.D.,  Omaha  1973-74 

James  H.  Dunlap,  M.D.,  Norfolk  1974-75 

Warren  G.  Bosley,  M.D.,  Grand  Island  1975-76 

Harlan  L.  Papenfuss,  M.D.,  Lincoln  1976-77 

Arnold  W.  Lempka,  M.D.,  Omaha  ....  1977-78 

Houtz  G.  Steenburg,  M.D.,  Torrington,  Wyo 1978-79 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings 1979-80 


NOTES 
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(Continued  from  page  88) 

The  governors  adopted  a resolution  that 
they  will  “vigorously  oppose”  attempts  to  shift 
the  costs  of  the  federal  budget  cuts  to  the 
states.  They  insisted  state  governments  must 
have  time  to  adjust  to  the  cuts  and  have 
increased  flexibility  in  administering  federal 
programs. 

Moving  against  the  Administration  current, 
the  governors  said  the  federal  government 
should  take  over  all  welfare  and  medicaid 
costs. 

Only  three  of  the  49  governors  attending  the 
conference  opposed  the  resolution. 

The  Administration’s  economic  report  with 
its  list  of  cuts  and  eliminations  in  health  and 
other  programs  was  made  public  when  the 
American  Health  Planning  Association  was 
holding  its  annual  meeting  here.  The  news  that 
planning  was  scheduled  for  elimination  jolted 
the  participants. 

Said  Harry  Cain,  AHPA  Executive  Director: 
“The  proposal  to  phase  out  quickly  the  health 
planning  program  is  likely  to  cost  the  govern- 
ment — and  all  the  consumers,  providers  and 
other  payers  of  health  care  — a great  deal 
more  than  the  $100  million  is  purports  to 
save.” 

A very  strong  case  exists  for  cessation  of  the 
federal  health  planning  program,  the  AMA 
has  told  the  Congress. 

Planning  has  become  “a  network  of  quasi- 
regulatory  agencies  more  responsive  to  federal 
directives  and  concerns  than  to  the  health  and 
medical  needs  of  the  communities  purportedly 
served,”  the  AMA  told  the  Senate  Appropria- 
tions Subcommittee  on  Health. 

In  a letter  to  subcommittee  Chairman 
Harrison  Schmitt  (R-NM),  James  Sammons, 
MD,  AMA  Executive  Vice  President,  said  the 
health  planning  program  “has  clearly  done 
more  to  interfere  with  health  care  competition 
than  to  foster  it.”  The  certificate-of-need 
requirements  “establish  barriers  to  entry  in  a 
market  for  competitors  and,  therefore,  inhibit 
the  market  from  operating  efficiently  to 
allocate  resources,”  said  Dr.  Sammons. 

The  program  has  had  little  effect  in  con- 
taining costs,  he  said.  The  AMA  House  of 
Delegates  recently  reaffirmed  AMA  policy 
calling  for  repeal  of  the  Health  Planning  Act. 
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'Data  on  file  Parke-Davis  Marketing  Research  Dept. 
"Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 
The  National  Prescription  Audit.  IMS  America  Ltd., 
September  1980. 


PD-400-JA-0146-P-1  (1-81) 


TUCKS*  Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-iomzed  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comfortmg  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required 

ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate, 10.0  mg;  bismuth  subgallate,  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate,  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound,  175  mg; 
benzyl  benzoate,  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration  Anusol-HC  Suppositones- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Hew  Supplied:  Anusol-HC  Suppositones-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator- 

Store  between  59  -86T  (15  307:). 
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Dr.  Sammons  noted  that  the  AMA  is 
developing  principles  for  voluntary  health 
planning  which  can  serve  as  a foundation  for 
establishing  priorities  and  purposes  for  local 
planning  agencies. 


Appointments. 

President  Reagan  has  nominated  Edward 
Brandt,  Jr.,  M.D.,  Vice-Chancellor  for  health 
affairs  since  1977  for  the  University  of  Texas, 
Austin,  to  be  HHS  Assistant  Secretary  for 
Health. 

Brandt,  whose  nomination  is  subject  to 
Senate  confirmation,  was  supported  for  the 
HHS  post  by  the  American  Medical  Associa- 
tion, for  which  he  currently  chairs  its  section 
on  medical  schools.  Brandt  would  succeed 
Julius  Richmond,  M.D.,  who  also  held  the  post 
of  Public  Health  Service  (PHS)  Surgeon 
General. 

Also  reported  by  the  White  House  is  the 
appointment  of  C.  Everett  Koop,  M.D., 
Surgeon-in-Chief  of  Children’s  Hospital  of 
Philadelphia,  as  HHS  Deputy  Assistant  Secre- 
tary for  Health. 

An  additional  appointment  reported  by  the 
White  House  is  the  selection  of  Carolyne 
Davis,  R.N.,  Ph.D.,  to  head  HHS’  Health  Care 
Financing  Administration.  Associate  Vice- 
President  for  Academic  Affairs  at  the  Univer- 
sity of  Michigan,  Ann  Arbor,  since  1975,  Davis 
earlier  served  as  Dean  of  the  University’s 
School  of  Nursing  from  1973  to  1975. 

Accompanying  the  White  House  announce- 
ment of  Dr.  Brandt’s  appointment  was  the 
statement  “ — it  is  the  President’s  intention  to 
see  that  this  position  is  elevated  to  Under 
Secretary  in  accordance  with  a reorganization 
plan  that  will  be  announced  later.”  This  has  led 
to  speculation  that  if  Dr.  Brandt  moves  up  to 
Under  Secretary,  Dr.  Koop  would  become 
Assistant  Secretary,  and  possibly,  named  as 
Surgeon  General  of  the  Public  Health  Service. 


PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


Catastrophic  health  program. 

The  Administration  is  considering  sub- 
mission of  a catastrophic  health  benefit  plan  to 
Congress  later  this  year. 
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The  surprise  disclosure  came  from  HHS 
Secretary  Richard  Schweiker  as  he  opened 
defense  of  the  Administration’s  health  and 
welfare  spending  cuts  in  testimony  before  the 
House  Ways  & Means  Committee. 

Asked  whether  there  was  any  possibility  of 
the  Administration  suggesting  extra  benefits 
anywhere  in  light  of  the  down-the-line  cuts 
projected  for  health,  Schweiker  told  the 
committee  “we’re  looking  frankly  at  a cata- 
strophic health  program.”  He  said  he  didn’t 
“have  a feel”  yet  of  what  the  final  decision  will 
be,  but  suggested  that  some  money  “set-aside” 
for  catastrophic  may  be  factored  into  the 
Administration’s  detailed  budget. 

Schweiker  did  not  say  whether  a catastrophic 
plan  would  be  part  of  the  “pro-competition” 
health  legislation  the  Administration  has  said 
it  will  propose.  In  his  congressional  ap- 
pearance, Schweiker  said  “I  hope  later  this 
year  we  will  present  a health  care  delivery 
model  to  Congress.” 

The  Administration  is  supporting  a “con- 
sumer choice”  or  “pro-competition”  approach 
under  which  changes  in  the  federal  tax 
treatment  of  private  health  insurance  would  be 
designed  to  spur  purchase  of  cheaper  coverage 
with  high  deductibles.  Competition  among 
insurors  and  HMOs  theoretically  would  drive 
down  the  cost  of  medical  care. 
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Physicians'  Classified — i 

Advertisements  m this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
fiW  National  Bank  Building,  Lincoln,  Nebraska  68508. 

EMERGENCY  PHYSICIAN:  Regional  trauma 
center  servicing  Western  Nebraska  has  key  opening 
for  career  emergency  physician.  Excellent  salary 
and  work  schedule.  Included  are  pension  and  profit 
sharing,  paid  CME,  relocation  allowance,  paid 
malpractice,  health,  life  and  disability  insurance. 
Send  CV  to:  S.  Lee,  CPC,  P.O.  Box  8013,  Fresno, 

CA  93747. 

DIRECTOR  OF  MEDICAL  EDUCATION 
position  available  at  Nebraska  Methodist  Hospital. 
Contact  C.  Lee  Retelsdorf,  M.D.,  Medical  Director, 
Nebraska  Methodist  Hospital,  8303  Dodge  Street, 
Omaha,  NE  68114.  Phone  (402)  390-4448. 

EMERGENCY  MEDICINE  OPPORTUNITIES 
AVAILABLE:  Positions  available  for  career- 
oriented  emergency  physicians  in  this  moderate 
volume  emergency  department  located  in  the 
central  portion  of  Nebraska.  Excellent  guaranteed 
income,  paid  professional  liability  insurance,  flex- 
ible scheduling  with  no  on-call  involvement  to  be 
awarded  to  physicians  chosen.  For  details  send 
credentials  in  complete  confidence  to  William 
Salmo,  Chase  Stone  Center,  Holly  Sugar  Building, 
Suite  1070,  Colorado  Springs,  Colorado  80903;  or 
call  toll-free  1-800-525-3681  (in  Colorado  state  call 
collect  303-471-4981). 

PRACTICE  OPPORTUNITIES:  Health  Re- 
sources has  long-term  opportunities  and  short-term 
locum  tenems  positions  available  for  Nebraska 
physicians.  Please  send  CV  in  confidence  to:  Dr. 
Ron  Hammerle,  Health  Resources  Ltd.,  River 
Road  Professional  Bldg.,  P.O.  Box  12220,  Kansas 
City,  Missouri  64152.  (816)  587-0920. 

CALIFORNIA:  Anesthesiologist  wanted  in 

Northern  California  fee-for-service  practice  located 
in  Marysville.  Area  is  within  easy  driving  distance  of 
Lake  Tahoe,  ski  and  recreation  areas,  Sacramento 
and  the  San  Francisco  Bay  area.  Great  year-round 
climate  with  still  reasonably  priced  homes.  Modem, 
progressive,  well-equipped  hospital  with  growing 
medical  staff.  Attractive  relocation  incentive.  Con- 
tact Judy  Neal,  440  Grand  Avenue,  Suite  500, 
Oakland,  C A 94610,  (415)  832-6400. 

EMERGENCY  MEDICINE  — WEST 
CENTRAL  NEBRASKA:  Directorship  and  clinical 
positions  available  in  moderate  volume  emergency 
department.  Excellent  guaranteed  income  plus 
additional  stipend  for  Director’s  duties.  Pro- 
fessional liability  insurance  provided;  flexible 
scheduling  with  no  on-call  responsibilities.  For 
details,  forward  credentials  in  complete  confidence 
to  William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  Colorado 
80903;  or  call  toll-free  1-800-525-3681  (in  Colorado 
State  call  collect  303-471-4981). 

FAMILY  PRACTICE  PHYSICIAN:  If  you  are 
wanting  a change  in  location  but  would  like  to  stay 
in  Nebraska,  our  community  needs  another  phy- 
sician. We  have  a new  18-bed  hospital.  Options  are 
open  on  clinical  arrangements.  For  further  in- 
formation contact  Theo.  W.  Blake,  West  Holt 
Memorial  Hospital,  Atkinson,  NE  402-925-2811. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 
j usefulness  ii 
antimicrobial 


Bactrim  is  useful  for 

the  following  infec-  — ' 

tions  when  due  .|n  11  1 1 1 HPCC  1 n 

to  susceptible  UOClUlllCOO  111 

strains  of  indi- 
cated organisms  .......  .V  . V 

(see  indications  section  t I . 

in  summary  of  product  LI  It  I dU\ 
information):  1 ' 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  KlebsiellaEntero- 
bacler,  Proteus  mirabills,  Proteus  vulgaris,  Proteus  morganli.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
is  due  to  amplclllln-reslstant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus:  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General : Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  coniunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens.  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Adults.  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 


Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets , each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml):  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 
Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored— bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds  . 

in  recurrent  urinary  tract  infections* 


from  site  to  source  Bactrim  DS 

_ t 160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec-  

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH  TABLETS 

reaches  effective  levels  in  urine,  serum,  and  renal 

tissue1 . . .the  trimethoprim  component  diffuses  into 

vaginal  secretions  in  bactericidal  concentrations1... 

and  in  the  fecal  flora,  Bactrim  effectively  suppresses 

Enterobacteriaceae12  with  little  resulting  emergence 

of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303. 426-432.  Aug  21.  1980  2.  Data  on  file. 

Medical  Department.  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.I).  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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FOR  THE  7 OF  10  NONPSYCHOTK] 


Clear  correlation  between  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male,  36  female)  seen  at  a general  psychiatric  clinic, 

Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  7 / 438-441,  Sept-Oct  1970 


DEPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS12 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitanf  symptoms  of  anxiety 12  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium4  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K.  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
pines in  depressive  disorders  Arch  Gen  Psychiatry  35  1359-1365,  1978  3.  Claghorn  J The  anxiety- 
depression  syndrome.  Psychosomahcs  11  438-441,  1970.  4.  The  Task  Force  on  Lote  Neurological  Effects 
of  Antipsychotic  Drugs  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  137  1163-1172,  1980  5.  Feighner  JP  etal.  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its  components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61  217 -225,  1979 
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Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 
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LIMBITROL " TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  ot 
drugs  ) Cdution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  (luring  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  phystcol  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline;  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor  confusion  and  nasal  congestion  Mony  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomoma  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosmophiha  purpura  thrombocytopenia 

Gastrointestinal  Nausea  epigastric  distress  vomiting  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  ond  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  tor  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosoge  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose‘ 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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Kansas  City,  Missouri  — 
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AMERICAN  MEDICAL  SERVICES  ASSOCI- 
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medical  practice 
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5.  Have  a keen  desire  to  succeed 

6.  Committed  to  CME 

We  are  successful  because  we  offer  the 
unique  package  of  salary  and  benefits  in  the 
health  care  industry.  All  of  our  physicians 
participate  in  the  ownership  of  the  company. 

If  you  feel  qualified  we  are  interested  in 
you.  Contact: 

Michael  P.  Colucci 

Vice-President  of  Marketing  & Recruitment 
American  Medical  Services  Association,  Inc. 
4400  Broadway  - Suite  306 
Kansas  City,  Missouri  64111 
(816)  931-3040 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  [8^  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author's  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscnpts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc..  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  nech  obstruction,  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CMS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium4  (chlordiazepoxide  FICI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazmes  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis). 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


In  Duodenal 
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The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(clidinium  bromide/Roche)  for 
the  ulcer 

The  well-known  antianxiety  action 
of  Librium® (chlordiazepoxide 
NG/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2.5  mg  clidinium  Br 

Artianxiety/Antbecretory/Antbpasmodic 


Ubrax  has  been  evaluated  as  possibly  effective  for 


this  indication.  Please  see  brief  summary  of  pre- 


scribing information  on  facing  page. 


Photograph  of  simulated  gastric  hypersecretion 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 


...takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 

Tenuate  Dospan  ® 

(diethylpropion 
hydrochloride  NF) 


75  mg.  controlled-release  tablets 


the#1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Warnings 
and  Precautions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 


Merrell 


Tenuate  © 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan  ® 

(diethylpropion  hydrochloride  NF) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adiunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion. The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
of  drug  abuse  During  or  within  14  days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect;  rather,  the  drug  should  be  discontinued.  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly  Drug  Dependence  Tenuate 
has  some  chemical  and  pharmacologic  similarities  to  the  amphetamines  and  other  related  stim- 
ulant drugs  that  have  been  extensively  abused  There  have  been  reports  of  sublets  becoming 
psychologically  dependent  on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight  reduction  program  Abuse 
of  amphetamines  and  related  drugs  may  be  associated  with  varying  degrees  of  psychologic  de- 
pendence and  social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe  There  are 
reports  of  patients  who  have  increased  the  dosage  to  many  times  that  recommended  Abrupt 
cessation  following  prolonged  high  dosage  administration  results  in  extreme  fatigue  and  men- 
tal depression,  changes  are  also  noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication 
with  anorectic  drugs  include  severe  dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and 
personality  changes  The  most  severe  manifestation  of  chronic  intoxications  is  psychosis,  often 
clinically  indistinguishable  from  schizophrenia  Use  in  Pregnancy  Although  rat  and  human  repro- 
ductive studies  have  not  indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are  preg- 
nant or  may  become  pregnant  requires  that  the  potential  benefits  be  weighed  against  the  potential 
risks.  Use  in  Children  Tenuate  is  not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen.  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine.  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  In  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of  Tenuate  mqy  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine.  Impotence,  changes  in  libido 
gynecomastia,  menstrual  upset  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis, leukopenia  Miscellaneous.  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride).  One  25  mg  tablet 
three  times  daily  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia , 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamine  (Regitine  ')  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage 
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MERRELL-NATIONAL  LABORATORIES  Inc. 
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A great  way  of  life. 


Modern  medical  practice  has  become  a com 
plex  and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you’re  earning  more  but  enjoying  it  less,  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 

Contact  (call  collect):  Capt.  Archie  Summerlin 
116  South  42nd  Street,  Omaha.  Ne 
(402)  221-4319 

AIR  FORCE  HEALTH  CARE  AT  ITS  BEST 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson.  Wymore.  Counties:  Gage. 
Johnson.  Nemaha,  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota,  Dixon.  Knox. 
Madison,  Pierce,  Stanton.  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone. 
Burt,  Colfax,  Dodge.  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk.  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer.  Friend.  Counties,  Clay.  Fill- 
more, Jefferson.  Nuckolls.  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Boyd. 

Brown,  Cherry.  Holt,  Keyapaha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley.  Grand  Island.  Counties:  Blaine. 
Buffalo,  Custer,  Dawson.  Garfield, 
Grant,  Greeley,  Hall.  Hooker.  Howard. 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin.  Frontier, 
Furnas.  Gosper.  Harlan.  Hayes.  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel.  Garden.  Keith.  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff  Counties:  Banner.  Box 

Butte,  Cheyenne,  Dawes.  Kimball, 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha. 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 
York 


PRESIDENT  SECRETARY-TREASURER 

George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview  David  Johnson.  Osmond 

Gary  Vandewege,  Alliance Wendell  Fairbanks.  Alliance 

William  W.  Lyons,  III,  Kearney  . . . . Mark  H Meyer,  Kearney 

Lawrence  Rudolph.  David  City Victor  J.  Thoendel.  David  City 

R.  J.  Dietz.  Plattsmouth Glen  D.  Knosp.  Elmwood 

A.  H.  Shamberg.  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha.  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wison,  Gothenburg Mark  Jones,  Lexington 

Martin  F Sears.  Fremont Wm.  B.  Eaton.  Fremont 

Henry  J Billerbeck,  Randolph  Robert  B.  Benthack.  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie.  Beatrice Klemens  E.  Gustafson.  Beatrice 

James  R Adamson,  Grand  Island.  . Gordon  D.  Francis,  Grand  Island 
John  C.  Wilcox.  Aurora Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan.  Creighton D.  J.  Nagengast.  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott,  Lincoln 

Mark  Sorensen.  North  Platte Gerald  Rounsborg.  North  Platte 

Joseph  David.  Jr.,  Norfolk Charles  Henkel,  Norfolk 

Charles  Bressman,  Omaha John  F.  Fitzgibbons.  Omaha 

D.  J.  Nagengast.  Bloomfield G.  Tom  Surber,  Norfolk 

Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 


Bryce  Shopp,  Imperial Clifford  Colglazier.  Grant 

Warren  R Miller,  Columbus Ronald  Klutman.  Columbus 

Walter  E.  Gardner.  Crete Walter  E.  Gardner.  Crete 

Richard  Tempero.  Papillion William  R Marsh,  Papillion 

John  E.  Hansen,  Jr..  Wahoo  Robert  E Morris.  Wahoo 

Robert  Calkins.  Scottsbluff David  Imes.  Gering 

Robert  Jacobs.  Seward William  Bailey.  Seward 

L.  G Bunting,  Hebron Chas.  F Ashby.  Geneva 


Elizabeth  D.  Edwards.  McCook David  A Allerheiligen.  McCook 

Richard  Gentry.  Blair  Hans  Rath.  Omaha 

James  D Bell.  York.  B.  N.  Greenberg.  York 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society,” “overuse,”  “misuse,”  and  “abuse,”  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  I am  a safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (jv  , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


WashingtoNotes 

Medicaid 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety:  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam.  Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  o'  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and  or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  witn 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon 
tinuation  of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazmes, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  laundice.  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d . alcoholism.  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed: 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i  d 
or  q i d , adjunctively  in  convulsive  disorders,  2 to  10 
mg  b i d to  q i d Geriatric  or  debilitated  patients  2 to 
2VS  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions  ) Children  1 to 
2V5  mg  t i d or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium " (diazepam,  Roche)  Tablets,  2 mg. 

5 mg  and  10  mg — bottles  of  100  and  500:  Tel-E-Dose  e 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25  and  in  boxes  containing  10  strips 
of  10.  Prescription  Paks  of  50,  available  in  trays  of  10 


The  AMA  has  told  the  Congress  that  it 
endorses  the  thrust  of  the  Reagan  Administra- 
tion’s cap  proposal  to  control  Medicaid  costs 
in  support  of  the  President’s  program  to 
improve  the  overall  economic  situation. 

Frederick  A.  Ackerman,  M.D.,  Chairman  of 
the  AMA  Council  on  Legislation,  told  the 
Senate  Special  Committee  on  Aging  that 
achieving  economies  in  the  Medicaid  program 
will  not  be  an  easy  task.  “There  can  be  no 
question,  however,  that  much  can  be  done  to 
help  assure  that  Medicaid  achieves  greater 
cost-effectiveness  while  maintaining  the  avail- 
ability of  quality  care”,  Dr.  Ackerman  said. 
“States  should  be  able  to  maintain  essential 
services  through  greater  efficiencies  in  ad- 
ministration, and  by  elimination  of  fraud  and 
abuse  through  vigorous  enforcement  of  the  law 
and  judicious  cutbacks  where  eligibility  has 
become  over-extended. 

“While  the  Association  has  not  had  the 
opportunity  to  examine  the  legislative  details 
of  the  Administration’s  Medicaid  “cap” 
proposal  it  supports  the  overall  initiatives  of 
the  President  ‘as  he  seeks  to  restore  some 
measure  of  fiscal  stability  and  integrity  to  our 
government  budget  policies.’ 

“There  can  be  little  question  that  the 
American  people  wish  to  have  the  government 
do  whatever  it  can  to  stem  the  rapidly  rising 
cost  of  living,”  Dr.  Ackerman  said.  “The  nation 
requires  a commitment  by  government,  the 
private  sector  and  the  individual  household  to 
do  what  each  can  — individually  and  col- 
lectively — to  hold  down  the  recent  dramatic 
increase  in  the  cost  of  living.  Where  cuts  are 
made  across  the  board  to  reduce  deficit 
spending,  our  Association  expects  that  some 
reductions  in  federal  health  spending  will  also 
take  place.” 

The  Association  spokesman  did  not  specif- 
ically endorse  the  Administration’s  proposed 
five  percent  “cap”,  and  asked  the  Congress  to 
carefully  examine  whether  the  use  of  the  Gross 
National  Product  deflator  was  the  appropriate 
tool  to  determine  the  “cap.” 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  New  Jersey  071 10 


(continued  on  page  16-A) 
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Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


WashingtoNotes 

(continued  from  page  14- A) 

The  AMA  spokesman  also  supported  in 
concept  the  Administration’s  proposal  to 
transfer  the  present  numerous  categorical 
health  program  grants  into  two  block  grants  — 
one  for  basic  health,  mental  health  and 
substance  abuse  services,  and  the  other  for 
preventive  health  services. 

“The  block  grant  approach”,  Dr.  Ackerman 
said,  “is  a way  to  give  the  states  greater 
flexibility  to  determine  their  own  public  health 
priorities  and  addressing  state  needs.  Like- 
wise, the  AMA  believes  that  major  economies 
will  be  available  because  of  a major  reduction 
in  federal  administrative  expenses  and  also  in 
state  and  provider  costs  incurred  in  meeting 
federal  regulatory  requirements.” 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 


ft 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK.  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


The  cap  and  block  grant  proposals  reflect  a 
significant  shift  in  the  relative  responsibilities 
of  the  federal  and  state  governments  toward 
health  programs,  according  to  Dr.  Ackerman. 
“The  proposals  represent  the  view  that  states 
are  better  able  to  determine  the  needs  of  their 
citizens  and  to  target  program  funding  to 
better  meet  local  needs.  The  proposals  also 
reflect  the  potential  cost  savings  that  can  be 
achieved  through  an  end  to  rigid,  expensive 
and  complex  federal  requirements.” 


Medicare. 

The  Association  has  informed  the  Congress 
of  a number  of  areas  in  the  Medicare  program 
where  both  short  and  long  term  savings  could 
be  made,  but  warned  “it  is  essential  to  exercise 
extreme  caution  so  as  to  prevent  potential 
disruptions  in  the  program  that  would  ad- 
versely effect  the  vital  medical  care  of  the 
elderly.” 

Lowell  H.  Steen,  M.D.,  Chairman  of  the 
AMA  Board  of  Trustees  in  testimony  before 
the  Health  Subcommittee  of  the  House  Ways 
and  Means  Committee,  identified  certain 
portions  of  the  program  where  savings  could 
be  found  and  individuals  would  not  be 
seriously  affected. 

“Maximum  savings  should  be  generated 

(continued  on  page  23-A) 
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Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 
sizes 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Pediatric  Drops 

100  mg/ml 


Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E"  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  W'aggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street.  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson.  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street.  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borehman.  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen.  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street.  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W Edwards,  D.D.S.,  Secretary 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 


Nebraska  Dietetic  Association 

Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St..  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O"  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L"  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St..  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary- 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 
Allen  D.  Dvorak,  M.D.,  President 
9733  Brentwood  Road,  Omaha  68114 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D  , F.A.C.P.,  Governor  for  Neb 
Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St..  Omaha  68132 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy- 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “O”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Bobbie  Frerichs,  CMA-A,  President 
7125  Starr  St.,  Lincoln  68505 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary' 

7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene] 
and  25  mg.  of  hydrochlorothiazide 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  Intake 
of  potassium  is  markedly  Impaired.  If  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined.  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake 
Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  laundice.  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 


amterene may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on 
use  in  children  is  not  available  Sensitivity  reactions  may 
occur  in  patients  with  or  without  a history  of  allergy  or  bron- 
chial asthma  Possible  exacerbation  or  activation  of  systemic 
lupus  erythematosus  has  been  reported  with  thiazide 
diuretics 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  creat- 
inine determinations  should  be  made  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  triam- 
terene, and  leukopenia,  thrombocytopenia,  agranulocytosis 
and  aplastic  anemia  have  been  reported  with  thiazides  Tri- 
amterene is  a weak  folic  acid  antagonist  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients 
Use  cautiously  in  surgical  patients  The  following  may  occur 
transient  elevated  BUN  or  creatinine  or  both,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  meta- 
bolic acidosis.  Dyazide  interferes  with  fluorescent  measure- 
ment of  quimdine  Hypokalemia,  although  uncommon,  has 
been  reported  Corrective  measures  should  be  instituted 


cautiously  and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide'  should  laboratory 
values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Serum  PBI 
levels  may  decrease  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Dyazide 
should  be  withdrawn  before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions,  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone  Triamterene  has  been  found 
in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide  , 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules.  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak™  unit-of-use  bottles  of  100 
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compare  the  analgesic  effect 

A Motrm  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of650mgaspirin  and  60  mg  codeine  (twoaspiriivwitlvcodeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups. . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
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1st  hour  2nd  hour 

Time  after  drug  administration  (hours) 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin  400 


TABLETS 


mg 

ibuprofen,  Up  ohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin  (Ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastlc  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS), 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established,  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin:  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumam  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness*  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

’Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  an<f  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300, 400.  or  600  mg  t.i.d.  or  q.i  d. 

Mild  to  moderate  pain;  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consul?  the 

package  insert 
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MED  B-4-S 


Send  now  for 
the  only  book  on 
crime  ever  written 
by  a dog! 

Get  hot  tips  on  crime  preven- 
tion from  the  Crime  Dog  himself! 
Me!  Send  for  my  book.  It’s  got  all 
the  hit  topics  like:  how  to  burg- 
larp  roof  your  home,  how  not  to 
get  mugged,  and  more! 

Write  to: 

McGruff”' 

Crime  Prevention 
Coalition, 

Box  6600 
Rockville, 

Maryland 
20850 
and  help. 


TAKE  A BITE  OUT  OF 
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A message  from  the  Crime  Prevention  Coalition, 
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Clarkson  Hospital 

DOCTORS  BUILDING  COMPLEX 

...  a convenient  and  modern  office  setting  custom  designed  to  your  needs. 


Washing  toNotes 


(continued  from  page  16-A) 

from  increased  efficiencies  in  program  admin- 
istration and  reductions  in  fraud  and  abuse 
before  benefits  are  reduced,”  Dr.  Steen  said. 


PSRO. 

The  AMA  also  testified  twice  before  the 
Congress  in  support  of  the  Reagan  Adminis- 
tration’s plan  to  phase  out  the  Professional 
Standards  Review  Organizations  (PSRO)  and 
simultaneously  eliminate  federally-mandated 
utilization  review. 

Joseph  F.  Boyle,  M.D.,  Vice  Chairman  of  the 
AMA’s  Board  of  Trustees,  spoke  for  the 
Association  before  subcommittees  of  the 
Senate  Finance  Committee  and  the  House 
Ways  and  Means  Committee  on  the  growing 
unrest  among  physicians  over  the  federal 
direction  and  implementation  of  the  PSRO 
program. 

“In  supporting  termination  of  the  PSRO 
program,  I want  to  emphasize  that  the  AMA 


remains  a staunch  advocate  of  peer  review  as  a 
mechanism  to  assure  high  quality  medical  care. 
However,  it  is  our  view  that  in  attempting  to 
federalize  peer  review  the  government  has 
misdirected  the  professional  objectives  of  peer 
review,  i.e.,  to  assure  high  quality  care,  and  has 
inappropriately  focused  the  PSRO  program 
principally  to  contain  costs. 

“Based  upon  recently  released  reports  by 
the  Congressional  Budget  Office,  the  Health 
Care  Financing  Administration,  and  the  Gen- 
eral Accounting  Office,  the  ability  of  the 
government  to  use  the  PSRO  program  as  a 
cost-savings  mechanism  is  highly  question- 
able. 

“The  Association  recognizes  the  respon- 
sibility of  the  profession  to  work  to  assure 
quality  care  for  patients  undergoing  medical 
treatment  in  this  country.  I want  to  assure  you 
that  in  the  absence  of  government  direction 
and  interference  the  profession  will  vigorously 

(continued  on  page  25-A) 
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Acute  pain 

is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pain 

Empirin®  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  /JT1 
phosphate,  30  mg,  (Warning  — may  be  habit-forming),  vi 

For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 

The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  ol  the 
following  strengths  No  2 — 15  mg,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming  I 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine 

WARNINGS 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and.  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subiect  to  the  Federal  Con- 
trolled Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazmes,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therelore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  ol  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  ot  Empirin  with  Codeine  or  other  narcotics  may  obscure  Ihe  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addisons  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders 
REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  il  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

lost  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweatmg,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin 
are  unable  to  take  salicylates  without  developing  nausea  and  vomiting  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  reaction  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  admmistra- 
doses. 

ANO  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  ot  the  pain  and  Ihe  response  ot  Ihe 
It  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  ot  more  severe  pain  or  in 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  Empirin  with  Codeine  is  given  orally.  The  usual 
lor  Empirin  with  Codeine  No  2 and  No.  3 is  one  or  two  tablets  every  four  hours  as  required  The  usual  adult  dose 
with  Codeine  No  4 is  one  tablet  every  four  hours  as  required. 

ORUG  INTERACTIONS:  The  CNS  depressant 
Empirin  with  Codeine  may  be 
that  of  other  CNS  depressants. 
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SOMETHING  GOOD  MUST 
HAVE  HAPPENED 

News  dispensers,  radio  and  television,  and 
newspapers  and  magazines,  too  often  dispense 
gloom,  and  not  news.  They  dwell  on  a single 
issue  every  day  for  a year,  with  nothing  to  say. 
But  when  they  run  out  of  news,  which  is  almost 
every  day,  they  resort  to  wondering  what  bad 
things  might  happen.  Suppose  the  dollar  falls, 
or  Russia  does  something,  or  unemployment 
rises;  all  this  when  the  dollar  has  not  fallen, 
Russia  is  quiet,  and  unemployment  is  un- 
changed. 

Unless  you  are  a careful  reader,  you  will  feel 
worse  after  breakfast  and  newspaper,  and  less 
than  eager  to  face  the  world.  Your  morning 
greeting  will  be  unintelligible  and  anything  but 
cheery,  and  the  only  excuse  for  all  this  comes 
with  the  writings  of  the  dispensers  of  what 
awful  things  may  come  about,  things  that  have 
not  happened,  and  will  probably  never  happen. 

I have  lived  past  the  age  where  I thought  I 
could  run  the  mile  in  four  minutes.  My  health  is 
all  right.  I am  not  rich,  but  I am  all  right;  it  may 
not  be  enough  for  you,  but  it  will  do  for  me.  So 
I say  to  the  gloom  merchants,  that  during  my 
lifetime,  Something  good  must  have  happened. 

F.C. 


CHANGE  THE  FRONT  DOOR. 

Dead  people  are  often  found  after  a fire, 
jammed  against  the  inside  of  a door  that  would 
have  led  them  to  safety.  Smoke  or  flame  has 
killed  them,  and  they  were  unable  to  get  out 
because  of  the  press  of  others  trying  to  get  out, 
and  the  door  opened  the  wrong  way,  that  is,  to 
the  inside. 

When  I enter  a public  building,  and  the  front 
door  opens  to  the  inside,  I call  this  to  the 
attention  of  people  there,  pointing  out  that 
they  are  working  in  what  I call  a death  trap. 
They  almost  always  agree  with  me,  but 
sometimes  they  have  never  thought  of  it.  Fire 
is  always  a recognized  hazard  when  you  are 
indoors,  and  a door  to  the  outside  is  an  escape 
to  freedom. 

But  only  if  it  opens  to  the  outside. 

You  cannot  pull  a door  to  you  if  dozens  of 


others  are  frantically  pushing  you  the  wrong 
way.  You  are  going  to  die. 

I think  doors  to  the  outside,  in  homes  and 
public  buildings,  should  open  to  the  outside. 
Then  we  wouldn’t  have  all  those  dead  bodies 
piled  against  the  wrong-way-opening-door 
after  the  fire. 

Then  I went  and  looked  at  my  front  door. 

It  goes  the  wrong  way. 

But  I’ll  change  it. 

F.C. 


WHEN  THE  DOCTOR 
DOES  NOT  FEEL  WELL 

When  the  doctor  is  not  well,  he  does  not 
behave  sensibly.  He  waits  long  before  he  asks 
for  help,  and  during  this  putting-things-off 
period,  he  is  his  own  physician.  His  hours  are 
long  and  irregular,  and  they  do  not  lend 
themselves  to  visiting  at  a colleague’s  office. 
Some  doctors,  seeing  a fellow-physician  in  the 
waiting  room,  will  call  him  in  quickly,  while 
others  feel  this  is  unfair  to  the  other  patients; 
in  any  case,  the  doctor  who  is  hurting  may 
believe  that  he  does  not  have  the  time  for 
visiting  at  a friend’s  office. 

The  hurting  physician  cannot  escape,  even 
for  a while,  diagnosing  and  even  treating 
himself,  in  other  words,  temporizing.  Then 
comes  the  cry  for  help.  The  consultation  too 
often  takes  place  in  the  doctors  lounge  or  in 
the  hospital  parking  lot,  to  save  time,  I 
suppose.  The  consultant  may  say,  try  this;  or 
pop  across  the  hall  and  get  an  x-ray,  and  I’ll 
look  at  it  later.  Or  the  unwell  doctor  may  order 
his  own  x-ray  and  speak  to  his  friend,  the 
radiologist,  and  to  no  one  else. 

The  sick  doctor  waits  too  long,  neglects 
warning  symptoms,  relies  on  curbstone  con- 
sultation, and  is  too  busy  to  get  the  help  that 
his  patients  get.  There  is  never  time  for  leaving 
town  and  going  to  larger  centers,  as  others  do. 

And  finally,  there  is  the  doctor  who  is 
completely  his  own  doctor.  This  is  irrational, 
beyond  belief.  But  we  do  it. 

F.C. 
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A PROBLEM  FOR  THE  GENETICIST 

It  was  only  yesterday,  when  I had  two 
parents  and  four  grandparents,  living,  that  is; 
although  Wordsworth  said  that,  in  this  world  or 
not,  I still  have  them.  But  all  six  are  gone  now, 
at  least  for  a while. 

Now,  if  you  are  thinking  of  marrying,  and  one 
of  your  parents  has  a genetically  transmissable 
disease,  and  your  lady  comes  up  with  the  same 
problem,  why,  you  may  think  twice  before  you 
marry  her.  But  you  may  like  to  know  cause  of 
death,  and  her  parents  may  be  alive,  and  so 
may  yours,  and  you  cannot  tell  what  they  are 
going  to  die  of. 

So  the  family  history  may  not  tell  you  to 
marry  the  girl  or  not,  but  the  grandparents  may 
have  died,  and  I suggest,  unless  the  chromo- 
some experts  disclaim  me,  that  for  cause  of 
death,  the  history  of  the  grandparents  may  be 
useful. 

It  is  important  to  know  what  people  died  of, 
and  the  grandparents  are  more  likely  to  have 
died  than  the  parents;  and  besides,  there  are 
eight  of  them,  and  only  four  parents.  Grand- 
parents may  be  useful,  after  all. 

F.C. 


GIVE  THE  PATIENT  A PENCIL 

I got  back  from  the  doctor-friend’s  office, 
and  tried  to  remember.  Did  he  say,  call  me  in  a 
week,  or  was  it  a month?  Did  he  tell  me  I could 
walk  if  it  didn’t  hurt?  I forgot,  How  long  was  I 
to  take  the  pills?  Both  of  them?  And  so  on,  so  I 
called  him,  reminding  him  that  I was  not 
brilliant;  I was  just  a doctor,  like  him,  and  now 
a patient. 

But  I say,  give  the  patient  a pencil  and  paper 
when  you  are  through  with  the  tests,  and  you 
are  talking  to  him  in  your  office,  and  let  him 
write  down,  in  his  own  handwriting,  what  you 
say.  When  you  tell  him,  it’s  all  there  on  the 
pad. 

Let  him  write  it  down  while  you  are  there 
telling  him  what  to  do,  and  answering  his 
questions. 

It  will  help  him,  and  he  won’t  have  to  call  you 
as  soon  as  he  gets  home  and  begins  to  think, 
and  worry. 

F.C. 
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ORIGINAL  ARTICLES 


Percutaneous  Transluminal  Angioplasty 


A THEROSCLEROSIS  is  a patho- 
logic  process  which  is  the  plague 
-L  A.  of  modern  man,  affecting  nearly 
every  major  organ  system  and  contributing  not 
only  to  mortality,  but  also  to  significant 
morbidity  and  disability.  Risk  factors  have 
been  identified  which  seem  to  have  statistical 
significance  in  marking  certain  individuals  for 
the  potential  development  of  vascular  disease. 
Abnormal  serum  cholesterol/high  density  lipo- 
protein levels,  high  dietary  cholesterol  intake, 
hypertension,  and  tobacco  consumption 
among  others  are  frequently  identifiable  char- 
acteristics of  persons  afflicted  with  athero- 
sclerotic involvement  of  the  coronary,  cerebral, 
and  peripheral  vascular  systems.  To  date, 
however,  modification  of  these  features  can 
only  be  expected  to  retard  the  progression  of 
the  disease;  few  reports  demonstrate  signifi- 
cant regression  of  existing  arterial  stenoses. 
Further,  few  studies  are  of  sufficient  duration 
to  demonstrate  that  risk  factor  intervention  in 
asymptomatic  individuals  who  are  statistically 
in  jeopardy  actually  reduces  the  occurrence  of 
pathologic  manifestations.  Physicians  are 
therefore  left  with  the  disabling  symptoms  of 
ischemia,  and  the  morbidity  and  mortality 
which  are  its  consequences,  to  be  treated  as 
best  as  current  therapies  and  knowledge 
permit. 

Medical  therapy  may  be  able  to  reduce  the 
demand  for  blood  supply  to  an  involved  area 
and  improve  functional  capacity.  However,  in 
the  presence  of  incapacitating  symptoms  or 
impending  vascular  catastrophy,  surgical  inter- 
vention is  necessary.  Because  with  increasing 
experience  and  improved  techniques  revas- 
cularization can  be  performed  with  predictable 
benefit,  operations  are  being  advised  earlier  in 
the  natural  course  of  the  disease  process, 
returning  the  patient  to  a more  comfortable 
and  functional  lifestyle.  Such  surgical  proce- 
dures, however,  are  major  ones,  and  their 
morbidity  and  mortality  continue  to  he  signifi- 
cant, not  only  as  related  to  the  organ  system 
requiring  the  surgery,  but  also  as  a con- 
sequence of  complications  resulting  from 
coexistant  vascular  pathology  in  other  organ 
systems. 

In  1963,  Dotter  and  Judkins  inadvertently 
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passed  a catheter  retrograde  through  an 
occluded  iliac  artery  to  perform  an  abdominal 
aortogram.  Further  reflection  on  this  event  led 
these  investigators  to  perform  experiments 
on  cadavers  which  culminated  on  January  16, 
1964,  in  the  first  intentional  transluminal 
dilatation  performed  on  an  elderly  woman  with 
gangrene  who  had  refused  amputation.1  The 
procedure  was  successful,  and  by  November, 
1964,  11  additional  patients  had  been  success- 
fully treated  by  this  technique.  Over  the  next 
10  years,  however,  no  further  development 
occurred  in  this  country  because  of  a general 
lack  of  acceptance  of  the  concept.  In  Europe 
the  technique  of  percutaneous  transluminal 
angioplasty,  utilizing  the  original  coaxial  cathe- 
ter system  of  Dotter  and  Judkins,  was  taken  up 
by  Gruntzig  and  coworkers  and  used  until 
1974,  when  clinical  use  of  a new  balloon 
catheter  was  instituted.  Porstmann  had  re- 
ported the  use  of  a caged  balloon  catheter  in 
1973,  but  this  was  abandoned  in  favor  of  the 
polyvinal  chloride  instrument  designed  by 
Gruntzig  because  of  the  thrombogenicity  of  the 
former.-  The  new  balloon  catheter  and  tech- 
nique of  dilatation  were  successfully  applied  to 
renal,  iliac,  and  femoral-popliteal  arterial 
systems,  obviating  the  need  for  surgical  inter- 
vention/1 Not  only  could  stenotic  lesions  be 
dilated,  hut  occluded  vessels  could  be  re- 
canalized. Over  400  dilatations  were  per- 
formed by  Gruntzig  with  an  initial  success 
(patency  rate)  of  83  percent  and  a 73  percent 
patency  documented  three  years  later. 

In  1976,  Dr.  Gruntzig  began  initial  work  with 
a smaller  version  of  his  dilatation  catheter.  The 
new  system  was  designed  to  dilate  stenotic 
lesions  in  the  coronary  arteries.  Laboratory 
work,  including  dog  studies  and  cadaver 
procedures,  was  first  accomplished,  followed 
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by  eight  intraoperative  coronary  dilatations  in 
the  course  of  aortocoronary  bypass  surgery. 
Dr.  Gruntzig  successfully  performed  the  first 
percutaneous  transluminal  coronary  angio- 
plasty in  the  catheterization  laboratory  on 
September  16,  1977. 4 Since  that  time,  the 
technique  has  ignited  the  interest  and  imagina- 
tion of  physicians  around  the  world.  As  of  this 
date,  over  1600  coronary  arterial  dilatations 
have  been  performed.  While  coronary  angio- 
plasty continues  to  be  an  investigational 
procedure  coordinated  by  the  National  Heart, 
Lung,  and  Blood  Institute  in  Bethesda,  Mary- 
land, angioplasty  for  renal  and  peripheral 
vascular  disease  is  an  accepted  therapeutic 
intervention. 

Theories  as  to  what  is  accomplished  by 
balloon  dilatation  and  how  it  results  in  an 
increased  luminal  diameter  at  the  point  of 
stenosis  or  obstruction  are  several.  Gruntzig 
has  postulated  from  cadaver  studies,  as  well  as 
the  examination  of  postmortum  specimens 
from  patients  dying  of  other  causes  who  have 
had  arterial  dilatation,  that  semi-solid  ather- 
omatous material  is  compressed  longitudinally 
between  the  intima  and  the  media  by  the 
pressure  exerted  laterally  by  the  balloon.’  The 
tears  or  cracks  in  the  intima,  frequently  seen 
angiographically  immediately  after  dilatation, 
on  reexamination  months  later  have  smoothed 
and  constitute  the  intimal  lining  of  a 
larger  lumen.  This  may  be  an  important  factor 
with  the  increased  diameter  resulting  from 
further  spreading  at  the  site  of  the  intial  tears 
by  hydrostatic  pressure  enlarging  the  lumen. 
These  tears  subsequently  heal  by  endothelial- 
zation  as  long  as  thrombosis  insitu  does  not 
occur.  No  overall  increase  in  arterial  outer 
dimension  is  required,  according  to  Gruntzig, 
to  explain  the  beneficial  effect. 

Amplatz  and  coworkers,  however,  dispute 
the  concept  of  longitudinal  compression  of  the 
atheroma  and  instead  have  demonstrated  an 
increased  overall  outer  arterial  diameter,  sug- 
gesting mild  aneurysmal  dilatation  to  account 
for  the  increased  luminal  diameter  and  to 
accommodate  the  displaced  plaque.'5  They  also 
concede  that  intimal  cracks  and  tears  seem  to 
be  important  and  contribute  to  the  overall 
resulting  increment  in  luminal  size.  No  in- 
vestigator has  demonstrated  significant  peri- 
pheral embolization  of  dislodged  atheroma- 
tous material  by  this  technique,  in  contrast  to 
the  bougienage  method  of  Dotter  and  Judkins. 


Important  also  is  the  fact  that  the  lesion  must 
be  relatively  free  of  calcification,  and  there- 
fore, by  inferance,  distensible,  to  permit 
successful  dilatation. 

Localized  stenoses  have  been  created  ex- 
perimentally in  laboratory  animals  by  inflating 
a balloon  catheter  within  the  arterial  system. 
Intimal  disruption,  platelet  interaction,  fibro- 
blast proliferation,  and  distortion  of  smooth 
muscle  cellular  structure  may  all  contribute  to 
the  accumulation  of  lipid  and  hemorrhage,  and 
consequent  calcification  within  the  intima  and 
media.  This  has  not  been  observed  to  occur 
subsequent  to  therapeutic  balloon  angioplasty, 
however.  The  abnormal  composition  of  the 
plaque  which  is  modified  by  the  procedure  is  in 
distinct  contrast  to  the  normal  architecture  of 
the  arteries  in  laboratory  animals.  It  con- 
sequently can  not  be  assumed  that  the  result 
inevitably  will  be  the  same  in  both  situations. 

The  indications  for  consideration  of  balloon 
angioplasty  of  lesions  involving  various  arterial 
systems  are  nearly  the  same  as  those  for 
surgical  intervention.  For  peripheral  vascular 
disease,  limiting  intermittent  claudication,  rest 
or  nocturnal  pain,  or  gangrene  (Fontaine  Class 
II,  III,  and  IV,  respectively)  would  provide 
clinical  impetus  for  invasive  therapy.  The 
demonstration  of  a significant  renal  artery 
stenosis  with  corroborating  renal  vein  renin 
elevation  in  a patient  with  hypertension  would 
be  an  indication  for  dilatation.  In  renovascular 
disease,  that  the  process  is  atherosclerotic  or 
fibromuscular  has  not  predicted  the  success  of 
angioplasty.  Even  if  renal  vein  renins  are  not 
localizing  to  the  side  of  the  obstruction  an 
additional  indication  would  be  the  presence  of 
a high  grade  lesion  which  either  immediately  or 
potentially  compromised  renal  function.  If 
dilatation  were  successful,  more  normal  func- 
tion could  be  restored  by  improving  blood 
supply.  Coronary  angioplasty  becomes  a con- 
sideration in  the  patient  who  is  refractory  to 
medical  therapy  and  who  is  otherwise  a 
candidate  for  saphenous  vein  bypass  grafting. 
The  objective  demonstration  of  the  presence 
of  ischemia  either  by  exercise  testing  or 
thallium20i  perfusion  study  is  necessary  to 
corroborate  the  patient’s  symptoms.  Lesions 
in  other  areas,  such  as  the  mesenteric  or  the 
cerebro  vascular  systems,  have  been  dilated, 
but  usually  as  a last  resort  and  in  very  few 
reported  instances. 
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The  most  important  factor  in  determining 
immediate  success  as  well  as  long  term 
patency  is  proper  patient  selection.  The  more 
ideal  the  situation  as  judged  against  well- 
defined  criteria  for  each  arterial  system,  the 
greater  the  probability  of  a good  result. 
Conversely,  the  fewer  criteria  fulfilled  or  the 
more  relative  contraindications  present,  the 
greater  the  probability  of  failure.  In  patients 
with  peripheral  vascular  disease,  a localized 
stenosis  with  good  runoff  is  a more  favorable 
condition  than  a long  segmental  occlusion  with 
or  without  distal  disease.  The  presence  of 
calcification  within  the  stenosed  segment 
makes  the  probability  of  being  able  to  dilate 
such  an  area  predictably  smaller.  For  coronary 
artery  disease,  short  proximal  stenoses  which 
are  noncalcified  and  which  constitute  the  only 
vascular  impairment  to  the  heart  are  ideal.  The 
shorter  the  duration  of  symptoms  (less  than 
one  year),  the  more  likely  the  lesion  is  to  be 
soft  and  hence  distensible.  Arterial  spasm, 
particularly  in  the  coronary  system,  is  a 
problem  to  be  excluded  before  dilatation  is 
attempted,  as  well  as  a complication  to  be 
avoided  afterward.  Obviously,  the  subgroup 
which  might  be  selected  for  these  procedures 
will  not  constitute  a large  percentage  of  the 
overall  patient  population,  and  revasculariza- 
tion surgery  will  continue  to  be  the  therapeutic 
avenue  of  choice  for  the  majority. 

The  results  of  angioplasty  must  be  examined 
in  terms  of  the  initial  success  rate  (ability  to 
pass  and  dilate  the  stenosis  or  occlusion)  and 
the  long  term  patency  rate,  or  for  at  least  as 
long  as  patients  have  been  followed  given  the 
relatively  recent  introduction  of  the  procedure. 
In  the  iliac  system,  van  Andel  has  reported  a 
primary  success  rate  of  94  percent;  33  month 
followup  demonstrated  a 92  percent  patency 
rate  for  successfully  dilated  arteries.7  Other 
results  for  the  iliac  system  have  been  reported 
by  Colapinto.8  A 96  percent  primary  success 
rate  for  common  and  external  iliac  dilatation 
was  observed  with  a 70  percent  15  month 
patency  rate  in  successfully  dilated  vessels, 
although  this  did  not  take  into  consideration 
the  presence  or  absence  of  obstructed  runoff 
distally.  No  long  term  patency  figures  are 
currently  available  for  renal  artery  disease, 
although  Schwarten,  et  al,  reported  a 44 
percent  cure  of  renal  vascular  hypertension 
with  a 48  percent  improvement  in  blood 
pressure  control  subsequent  to  successful 


dilatation.9  Successful  renal  artery  dilatation 
also  improved  renal  failure,  with  2 of  12 
patients  (17  percent)  relieved  of  this  problem 
and  7 (58  percent)  stabilized  with  no  further 
deterioration. 

In  August,  1980,  Gruntzig  presented  data 
demonstrating  in  the  third  year  after  the  first 
successful  coronary  artery  dilatation  that  of  76 
attempts,  the  stenosis  was  passed  in  89 
percent  and  was  successfully  dilated  in  84 
percent.111  This  contrasted  with  his  experience 
in  the  first  year  of  a 73  percent  pass  rate  and  a 
63  percent  primary  success  rate.  Complica- 
tions during  the  third  year  required  emergency 
operation  in  3 percent.  Another  3 percent  of 
patients  demonstrated  the  appearance  of  CPK 
MB  fraction,  and  1 percent  evolved  new 
electrocardiographic  Q-waves.  In  112  patients 
experiencing  a primary  success  and  followed 
for  a mean  of  9 months  (observation  period 
one  to  36  months),  there  were  no  myocardial 
infarctions.  Death  occurred  in  2 patients  or  2 
percent,  both  of  whom  had  had  left  main 
coronary  artery  lesions  dilated.  Recurrence 
occurred  in  20  patients  (18  percent)  of  whom 
12  were  successfully  dilated  the  second  time;  5 
required  coronary  bypass  graft  surgery;  and  3 
were  treated  medically.  Partial  recurrence 
occurred  in  9 percent  with  4 of  the  patients 
undergoing  successful  repeat  dilatation;  2 
responded  to  medical  therapy;  and  2 had  no 
recurrence  of  symptoms.  Therefore,  either 
with  the  initial  dilatation  or  with  subsequent 
dilatations,  success  was  achieved  in  91  percent 
(102  patients).  This  was  confirmed  by 
angiography  or  noninvasive  means. 

As  experience  has  developed  and  the 
number  of  cases  has  increased,  the  incidence 
of  serious  complications  has  decreased,  and 
the  incidence  of  primary  success  has  increased. 
This  is  quite  probably  attributable  to  better 
patient  selection  by  close  adherence  to  strict 
criteria.  Advances  in  technique  and  catheter 
design  have  also  contributed  greatly  to  im- 
proved safety.  Long-term,  ongoing  followup  of 
primary  successful  results  must  continue  in 
order  to  make  meaningful  comparison  with 
patients  treated  by  coronary  artery  bypass 
graft  surgery  or  medical  therapy  alone. 

The  benefits  of  percutaneous  transluminal 
angioplasty  include  the  elimination  of  the  need 
for  general  anesthesia.  No  surgical  incision  is 
required,  and  the  procedure  is  in  most 
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instances  of  no  great  discomfort  to  the  patient. 
The  dilatation  can  be  performed  in  the 
angiography  laboratory,  although  for  most 
procedures  a backup  surgical  suite  and  team 
are  desirable  for  the  rare  instance  of  a 
complication  occurring  during  the  dilatation 
attempt.  Further,  balloon  dilatation  can  be 
repeated,  and  a restenosis  at  some  point  after 
the  initial  attempt  does  not  necessarily  man- 
date surgical  intervention.  Patients  are  rapidly 
returned  to  an  improved  functional  state  with 
early  hospital  dismissal.  The  10  percent 
reported  incidence  of  impotence  following 
aortoiliac  surgery  also  can  be  avoided. 

The  realization  of  these  benefits  and  results 
depends  significantly  upon  the  ability  of  the 
operator  to  properly  select  and  exclude  pa- 
tients from  attempted  dilatation.  He  should  be 
an  experienced  angiographer  with  as  much 
background  in  the  theory  and  performance  of 
balloon  dilatation  as  is  possible  at  this  stage  in 
its  development.  Physicians  performing  the 
procedure  have  the  obligation  to:  1)  formulate  a 
formal  protocol  to  be  followed  in  each  case; 
2)  establish  a followup  mechanism  to  arrive  at 
statistics  for  their  own  institution,  and  3) 
contribute  to  the  accumulation  of  data  around 
the  country.  It  will  be  only  through  this  type  of 
responsible  action  that  the  efficacy  and  the 
value  of  the  technique  can  be  proven,  and 


balloon  dilatation  be  placed  in  its  proper  role 
as  a therapeutic  measure  for  atherosclerotic 
vascular  disease. 
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Perinatal  Report, 

Nebraska  Perinatal  Society 


ONE  Thousand,  1000  Gram 
Infants  Saved”  would  not  be 
an  unexpected  opening  state- 
ment from  a neonatologist.  Being  stated  by  an 
obstetrician,  however,  may  be  surprising. 

But  why  should  it  be  so  startling.  After  all, 
the  majority  will  agree  that  the  most  efficient 
incubator  is  the  maternal  womb.  Preventing 
early  expulsion  of  the  fetus,  thus  allowing  more 
time  for  maturing,  is  the  ideal,  in  most  cases. 
Prematurity  is  still  the  major  factor  associated 
with  perinatal  mortality. 

Obstetricians  present  in  many  forms: 
specialist,  family  practitioner,  nurse  midwife, 
or  even  a “brave”  husband.  One  thing  is 
certain,  if  the  obstetrician  has  the  welfare  of 
the  mother  and  baby  high  on  the  priority  list, 
he  or  she  will  seek  the  level  of  care  necessary 
to  assure  the  best  outcome. 

Unfortunately,  by  the  time  most  patients  are 
seen  in  premature  labor,  it  has  progressed 
beyond  the  point  where  pharmacologic  tech- 
niques are  of  value.  As  obstetricians,  we  must 
develop  a sensitivity  that  will  allow  us  to 
anticipate  pending  or  developing  problems 
and  seek  solutions  that  hopefully  will  prevent 
development.  Too  often,  we  wait  beyond  the 
point  of  no  return,  then  use  the  intensive  care 
nursery  as  a panacea, and  wonder  why  there  are 
so  many  “$30,000  babies.” 

Correlating  conditions  with  prematurity 
have  been  documented  on  many  occasions. 
Some  of  these  are: 

1)  Age  (especially  teenagers) 

2)  Poor  nutrition 

3)  Excessive  smoking 

4)  Vaginal  infections 

5)  Maternal  infections  (ie:  viral,  venereal) 

6)  Premature  rupture  of  membranes 

7)  Anemia 

8)  Drugs 

9)  Incompetent  cervix 

10)  Diabetes 

11)  Uterine  defects 

12)  Defective  genetic  components  male 
and/or  female 

In  the  majority  of  cases,  more  than  one 
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factor  is  identified.  The  development  of  an 
awareness  to  identify  potential  problems  is 
necessary  if  we  are  to  successfully  initiate 
treatment  to  stop  labor. 

Many  methods  and  medications  have  been 
tried  in  the  past.  A few  are  the  following: 

1)  Bed  rest  with/without  sedation 

2)  Alcohol,  administered  both  oral  or  I.V. 

3)  Adrenergic  agents  (Norepinephine, 
epinephrine) 

4)  Magnesium  sulfate  infusion 

5)  Vasodilan  (isoxsuprine)  oral,  I.M.  or  I.V. 

6)  Terbutaline  I.V.  and/or  oral 

7)  Ritodrine  I.V.  and/or  oral,  (this  is  the 
latest  medication  reporting  success  when 
administered,  first  by  I.V.  infusion  50-350 
mcm/min  followed  by  oral  medication 
with  10-20  mgm/q  2-4  hours)  (see  drug 
insert  for  complete  information,  indica- 
tions and  contraindications) 

The  mode  of  action  for  prevention  of 
premature  labor  is  either  a direct  inhibition  of 
myometrial  activity  or  a prevention  of  the 
release  of  uterine  stimulating  agents.  Regard- 
less of  the  method  and/or  medication,  all 
phases  of  action  and  side  affects  must  be  well 
understood.  Close  observation  of  drug  ad- 
ministration and  response  is  a necessity  for  the 
well  being  of  both  mother  and  fetus. 

Cervical  dialation  (4  cm  and  beyond), 
ruptured  membranes,  especially  if  infected, 
uncontrolled  medical  disorders  (ie:  diabetes, 
thyroid,  toxemias),  vaginal  bleeding,  or  an 
abnormal  fetal  heart  rate  detected  for  a 
reasonable  length  of  time,  are  felt  by  most 
(with  rare  exceptions)  to  be  contraindications 
for  stopping  labor. 

Premature  infants  are  prone  to  develop  the 
respiratory  distress  syndrome.  Administration 
of  dexamethasone  phosphate,  (12  mgm  over 
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24  hours  in  divided  doses  to  the  mother),  had 
been  reported  to  reduce  RDS  significantly  in 
infants  born  prior  to  34  weeks  gestation.  In 
these  cases  medication  to  delay  delivery  for 


even  a short  time  may  be  beneficial.  Cortisone 
administration  with  above  medication  (ie: 
ritodrine)  must  proceed  with  caution. 


Fifty  Years  of  Medicine 


BORN  at  Oregon,  Missouri,  Novem- 
ber 14,  1897.  Moved  to  Ne- 
braska in  1902  when  father, 
Bernard  N.  Kunkel  entered  Methodist  minis- 
try. Graduated  from  Dorchester  Nebr.  High 
School  in  1915.  Mexican  border  service  for  six 
months  in  1916  with  the  4th  Infantry  National 
Guard  of  Nebraska. 

Second  semester  at  Wesleyan,  moved  to 
Colorado  and  directed  Colorado  National 
Guard  Band.  Summer  School  at  Colorado 
Agriculture  College,  Fort  Collins.  University  of 
Omaha,  1 year,  1925.  Entered  University  of 
Nebraska  College  of  Medicine  fall  of  1926. 
Completed  two  years  and  went  broke.  Fore- 
man of  furniture  factory  at  Cheyenne, 
Wyoming  two  years.  Reentered  medical  school 
fall  of  1929,  graduated  in  1931.  Married 
Dorothy  G.  Holman  in  1930.  Worked  with  Dr. 
A.  C.  Blattspieler  at  Tobias  that  summer  after 
interning  at  Evangelical  Covenant  Hospital. 
Established  practice  at  Weeping  Water  in 
1932.  Directed  Weeping  Water  Municipal 
Band  and  Little  Symphony  Orchestra. 

This  was  a very  tough  time  to  start  a 
practice,  due  to  the  onset  of  the  big  drought 
and  depression.  No  one  had  any  money, 
including  the  doctor. 

Followed  two  avocations;  that  of  luthier  and 
archaeologist,  which  I followed  up  until  the 
present  time.  I attribute  my  present  sanity  to 
these  activities. 

Received  a direct  commission  in  the  110th 
Medical  Regiment,  Nebraska  National  Guard 
in  1939.  Called  into  active  service  in  Decem- 
ber, 1940.  Commanded  an  ambulance  com- 
pany for  some  time.  Served  in  North  Africa 
and  Italy.  Was  Medical  Inspector  for  8th  Port 
at  Naples.  Discharged  in  March,  1946.  Re- 
sumed practice  in  Weeping  Water. 

Have  excavated  and  documented  one 
complete  prehistoric  Indian  village  and  six 
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others.  Have  made  140  fine  violins  and  violas 
in  my  spare  time. 

Have  had  many  unusual  and  educational 
experiences  during  my  practice:  A young 
Bohemian  came  into  my  office  one  night  and 
confessed  that  he  wanted  to  get  married  but 
that  his  girl  refused  to  marry  him  unless  he 
had  an  operation. 

Upon  questioning  and  examining  him,  I 
found  that  he  had  two  identical  heads  on  his 
penis.  One  naturally  situated  and  of  normal 
patency;  the  other  at  right  angles  and  no 
meatus  — not  patent. 

Being  in  practice  only  a short  time,  I 
supposed  this  to  be  quite  a common  occur- 
rence. Having  more  guts  than  brains,  I 
proceeded  to  excise  the  offending  member, 
cover  the  denuded  area  with  a skin  flap  and 
suture,  leaving  a catheter  in  the  urethra  for  two 
or  three  days.  Healing  and  function  were 
perfect.  Never  learned  how  the  wife  reacted  to 
his  sacrifice. 

Have  treated  several  gunshot  wounds,  in- 
cluding youngsters  practicing  a fast  draw  to 
chicken  thieves  with  their  gluteal  region  filled 
with  bird  shot.  I have  always  been  my  own 
internist,  radiologist,  proctologist,  and  labora- 
tory technician  and  have  trained  several  high 
school  graduates  to  act  as  efficient  surgical 
assistants.  I suppose  this  was  due  to  the 
unsophisticated  idea  when  I entered  practice, 
that  a doctor  was  supposed  to  utilize  his 
knowledge  and  skill  to  the  profit  of  both 
himself  and  his  patients.  However,  I must 
confess  that  at  one  time  I had  considered 
becoming  an  ingrown  toe  nail  specialist!  But 
alas,  dreams  must  fade  and  we  must  face 
reality.  I have  enjoyed  my  long  solo  practice 
and  would  like  to  do  it  all  over;  but  not  the 
depression  era. 
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Campylobacter  Jejuni  Diarrhea 
in  Nebraska 


CAMPYLOBACTER  jejuni  (Cam- 
pylobacter fetus  subspecies 
jejuni)  is  becoming  widely 
recognized  as  a cause  of  diarrhea  in  children 
and  adults.  The  organism  has  been  previously 
known  as  “related  vibrios”  and  Vibrio  fetus.  It 
was  previously  poorly  recognized  as  a cause  of 
diarrhea  because  of  difficulty  isolating  the 
organism  by  routine  stool  culture  techniques. 
Recent  techniques  utilizing  special  inhibitory 
media,  growth  at  42°C  and  a carefully  designed 
atmosphere  of  5%  oxygen,  10%  carbon  di- 
oxide, and  85%  nitrogen  have  allowed  routine 
isolation  of  the  organism  in  hospital  labora- 
tories. The  organism  survives  transport  in 
routine  swab  transport  systems. 

The  clinical  picture  of  Campylobacter  jejuni 
diarrhea  has  been  well  described  and  includes 
a spectrum  of  severity  from  2-3  days  of  mildly 
symptomatic  diarrhea  to  a picture  of  chronic 
and/or  recurrent  colitis,  in  some  cases  simulat- 
ing chronic  ulcerative  colitis.  It  is  usually 
associated  with  low-grade  fever,  periumbilical 
abdominal  pain  and  blood  and  white  cells  in 
the  stool.  The  peak  incidence  appears  to  be 
late  spring  and  early  summer  and  the  overall 
incidence  of  the  disease  is  approximately  the 
same  as  Salmonella  enteritis.  The  disease  has 
only  recently  been  widely  recognized,  there- 
fore recommendations  for  treatment  have  not 
been  finalized.  The  concensus  is  that  ery- 
thromycin at  an  adult  dosage  of  500  mg  four 
times  a day  is  preferred  therapy  for  patients 
who  are  able  to  take  the  medication  orally. 
Aminoglycosides  are  recommended  in  the  rare 
instance  of  systemic  disease.  Authors  disagree 
on  the  need  for  treatment  of  minimally 
symptomatic  patients;  however,  the  trend 
appears  toward  treating  such  patients.  A 
relatively  high  rate  of  relapse,  the  relatively 
infrequent  complications  and  the  ability  of 
therapy  to  eliminate  stool  carrier  status  within 
48  hours  are  considerations  favoring  treat- 
ment. Patients  appear  to  become  asympto- 
matic sooner  on  therapy. 

Campylobacter  jejuni  appears  to  be  trans- 
mitted by  several  mechanisms,  resembling  the 
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transmission  patterns  of  Salmonella  enteritis. 
Animal  to  man,  man  to  man,  contaminated 
food,  and  contaminated  water  supplies  have 
been  implicated. 

Routine  stool  cultures  at  Childrens  Mem- 
orial Hospital  and  Methodist  Hospital  have 
included  culture  for  Campylobacter  jejuni 
since  April,  1980.  We  have  isolated  Campy- 
lobacter jejuni  from  the  stools  of  ten  patients, 
including  five  children  and  five  adults.  Two 
specimens  were  transported  by  mail,  one  in 
broth  and  one  without  transport  media; 
however,  good  growth  was  obtained  from  both 
specimens.  The  following  cases  illustrate  the 
typical  presentation  of  Campylobacter  jejuni 
diarrhea. 

Case  #1:  This  10-year-old  girl  was  admitted 
with  a 24-hour  history  of  abdominal  pain, 
anorexia,  temperature  102.6°F,  watery  diar- 
rhea and,  immediately  prior  to  admission,  an 
episode  of  severe  abdominal  pain.  There  is  a 
past  history  of  scoliosis  and  congenital  dis- 
located hips.  Abdominal  examination  showed 
somewhat  increased  bowel  sounds,  soft  ab- 
domen with  tenderness  to  palpation  in  the  left 
upper  quadrant  and  right  lower  quadrant  but 
no  guarding  or  rebound  tenderness.  The 
admission  diagnosis  was  acute  gastroenteritis, 
rule  out  appendicitis.  WBC,  13,900/cu  mm 
with  62  segs,  22  stabs,  13  lymphs  and  3 monos. 
Stool  wet  prep  showed  many  segs  and  many 
RBCs.  Stool  culture  grew  Campylobacter 
jejuni  on  three  specimens.  The  patient  was 
treated  with  Erythromycin  with  gradual  im- 
provement in  signs  and  symptoms  and  was 
discharged  after  six  days  hospitalization. 

‘Reprints  available  from  Robert  Kruger,  M.D.,  8303  Dodge,  Omaha, 
Nebraska  68114. 
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Case  #2:  This  17-year-old  boy  was  admitted 
with  a history  of  diarrhea  for  ten  days, 
abdominal  pain  for  eight  days,  and  inter- 
mittent mild  temperature  elevation  associated 
with  chills  and  vomiting.  For  several  days  he 
noted  bloody  stools  and  the  pain  became  much 
more  severe  immediately  prior  to  admission. 
Stools  were  described  as  very  runny  but  not 
frothy  or  mucousy.  Abdominal  examination 
showed  left  upper  and  lower  quadrant  ten- 
derness without  guarding  or  rebound  and  with 
normal  bowel  sounds.  Barium  enema  and 
upper  GI  series  with  small  bowel  follow 
through  were  normal.  CBC,  urinalysis  and 
automated  chemistry  screen  were  normal. 
Stool  wet  preps  were  unsatisfactory'  because  of 
excess  barium.  Stool  culture  grew  Campylo- 
bacter jejuni.  Sigmoidoscopy  showed  non- 
specific inflammation  with  patchy  areas  of 
hemorrhage,  not  typical  of  chronic  ulcerative 
colitis.  Mucosal  biopsy  at  6 cm  showed 
nonspecific  inflammation  with  focal  granuloma 
formation. 

Case  #3:  A 38-year-old  man  was  admitted  to 
Fairfax  Community  Hospital  because  of  fever 
to  104°F,  dizziness,  diarrhea,  irrational  be- 
havior, and  headache.  He  appeared  acutely  ill 
and  an  impetiginous  rash  was  present  around 
the  armpits.  The  patient  was  treated  with 


Prostaphlin  500  mg  every  six  hours.  Blood 
cultures  showed  no  growth.  Stool  culture  grew 
Campylobacter  jejuni.  He  improved  rapidly, 
became  afebrile,  and  the  skin  rash  disap- 
peared. He  was  asymptomatic  when  seen  in 
the  office  several  days  after  discharge. 

Campylobacter  jejuni  is  a previously  un- 
recognized, frequent  cause  of  diarrhea  and 
occasionally  chronic  inflammatory  bowel 
disease  which  has  methods  of  transmission 
similar  to  Salmonella  species.  Oral  erythromy- 
cin therapy  appears  effective  in  reducing 
symptoms,  eliminating  fecal  carrier  state  and 
decreasing  chronic  and/or  recurrent  disease. 
Special  laboratory  culture  techniques  are 
required  for  identification  of  the  organism. 

Acknowledgment:  Thanks  to  Drs.  Edward  F. 
Bare,  John  Denker,  and  Gerald  O’Neil  for  the 
use  of  their  cases.  Special  thanks  to  Dr.  Joseph 
Rapoport  for  microbiology  assistance. 
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The  Development  and  Cause  of 
Housestaff  Unionization  — A Case  Study 


Introduction 

ONE  of  the  salient  trends  in 
graduate  medical  education  is 
the  increasing  number  of 
housestaff  who  have  unionized.  Approximately 
ten  percent  of  the  housestaff  in  the  United 
States  are  members  of  collective  bargaining 
units,  and  the  movement  has  resulted  in 
strikes,  boycotts,  slow-downs,  and  other  job 
actions.  These  interruptions  often  create  an 
adversary  atmosphere  around  residency  pro- 
grams, and  an  understanding  of  the  rationale 
behind  unionization  is  important  if  the  parties 
involved  are  going  to  cope  successfully  with 
the  new  stresses  caused  by  housestaff  unions. 

Purpose 

The  purpose  of  this  investigation  was  to 
trace  the  development  of  a housestaff  union  at 
one  institution  and  determine  the  rationale  for 
its  development. 

Methodology 

The  institution  chosen  for  this  case  study 
was  a 600  bed  regional  medical  center  in  the 
midwest  where  the  housestaff  unionized  in 
January,  1978.  The  methodology  involved 
interviewing  a selected  group  of  hospital 
administrators,  residency  program  directors 
(teaching  chiefs),  and  housestaff  who  were 
knowledgeable  concerning  housestaff  union 
development  at  that  medical  center.  Three 
administrators  were  interviewed,  including  the 
chief  administrative  negotiator,  the  director  of 
labor  relations,  and  the  staff  assistant  for 
medical  education.  Five  teaching  chiefs,  in- 
cluding the  chief  of  staff,  and  ten  housestaff 
were  interviewed.  The  interviewees  were 
questioned  regarding  the  factors  and  develop- 
ments they  believed  led  to  housestaff  unioniza- 
tion. 

Development  of  the  union 

Organization  of  the  housestaff  had  been 
occurring  for  about  seven  years  prior  to  actual 
unionization.  The  first  housestaff  organization 
began  in  1971  and  consisted  of  a loosely 
structured  group  of  individuals  who  presented 
the  following  concerns  to  the  teaching  chiefs: 
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inadequate  salary,  excessive  on-call  time,  and 
the  need  for  a meal  stipend.  No  positive  action 
was  taken  to  redress  their  grievances  and  the 
organization  became  inactive  for  three  years. 

There  was  a revival  of  interest  in  a new 
organization  in  1974,  when  the  housestaff 
wrote  a constitution,  reviewed  unionization 
options,  and  considered  PNHA  affiliation. 
They  rejected  unionization  and  elected  to  be 
more  persistent  in  following  established 
channels  for  communication  of  issues  with  the 
hospital.  They  presented  a position  paper  to 
the  teaching  chiefs,  which  primarily  empha- 
sized economic  issues,  particularly  competi- 
tive salaries  with  other  hospitals,  adequate 
housing  allowances,*  and  increased  fringe 
benefits.  Although  the  teaching  chiefs  agreed 
upon  recommendations  with  the  housestaff,  no 
implementation  occurred  and  the  organization 
again  became  inactive. 

The  organization  regained  momentum  in 
1977  as  a response  to  dissatisfaction  with  a 
teaching  chief  in  one  department.  Residents 
claimed  that  a pattern  of  personal  degredation 
and  broken  promises  by  this  teaching  chief 
prevailed.  The  broken  promises  reportedly 
concerned  commitments  by  the  teaching  chief 

‘Housing  was  owned  by  the  Medical  Center  and  already  was  offered  as  a 
benefit  to  housestaff  free  of  charge. 
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to  permit  certain  teaching  rotations  for  the 
residents,  and  that  these  rotations  were 
frequently  cancelled  so  that  the  resident  could 
be  returned  to  service  rotations.  This  was  a 
large  teaching  department,  and  as  dissatisfac- 
tions mounted,  a large  core  of  housestaff 
emerged  who  were  interested  in  the  associa- 
tion. 

The  interviews  also  showed  that  once  the 
interest  in  an  association  had  been  revitalized, 
traditionally  important  conditions  of  work  and 
economic  issues  surfaced.  For  example,  the 
housestaff  believed  that  housing  assignments 
and  stipends  were  inequitably  administered. 
Salary  became  an  issue  because  it  was 
perceived  as  not  being  competitive  with 
neighboring  institutions. 

At  this  juncture,  the  housestaff  consensus 
was  that  communication  through  normal  chan- 
nels had  been  unproductive.  Consequently,  the 
representatives  of  the  housestaff  organization 
asked  for  voluntary  recognition  as  the  bar- 
gaining agent  for  the  housestaff. 

The  response  of  the  hospital  board  of 
managers  was  to  deny  recognition.  The  house- 
staff  then  petitioned  the  State  Employment 
Relations  Commission  to  establish  a recog- 
nized bargaining  unit.  An  election  was  held, 
and  the  housestaff  voted  to  unionize  by  two  to 
one  margin. 

Analysis  of  developments 

It  is  important  that  the  housestaff  ap- 
proached the  teaching  chiefs  on  two  occasions 
to  present  their  views  through  normal  channels 
and  no  action  was  taken.  Interviews  with  the 
housestaff  indicated  that  one  of  the  initial 
dissatisfactions  was  the  lack  of  adequate 
response  to  redress  housestaff  problems,  along 
with  a lack  of  written  policy.  Two  adminis- 
trators and  most  of  the  teaching  chiefs  also  felt 
that  there  was  a definite  need  for  guidelines  to 
deal  with  the  housestaff  and  that  a communi- 
cations gap  had  existed  between  the  hospital 
and  the  housestaff  during  the  later  stages  of 
the  organization.  Moss  has  stated  that  one  of 
the  primary  reasons  for  housestaff  unioniza- 
tion was  housestaff  frustration  over  the 
inefficiencies  in  large  institutions,  that  they  are 
deprived  of  close  association  with  members  of 
those  institutions,  and  begin  to  view  them- 
selves as  workers  who  have  a right  to  resort  to 
collective  bargaining.!  The  experience  of  other 


hospitals  in  their  relationship  with  their 
housestaff  supports  the  view  that  better 
communications  with  housestaff  improves 
relationships  with  the  housestaff.2 

It  is  also  significant  that  one  of  the 
precipitating  factors  that  led  to  unionization 
involved  problems  with  one  teaching  chief, 
since  several  housestaff,  all  the  administrators, 
and  two  of  the  teaching  chiefs  believed  that  the 
concerns  of  the  housestaff  that  related  to 
education  resulted  from  problems  with  this 
teaching  chief.  An  adversary  relationship  had 
developed  between  the  teaching  chief  and  the 
housestaff  in  that  department.  The  result  was 
a large  number  of  disaffected  housestaff. 
According  to  Hunter,  the  hardships  of  being  a 
house  officer  seem  to  be  tolerable  so  long  as 
they  are  balanced  by  a feeling  of  real 
participation  in  a good  teaching  program.  He 
continued  that  when  the  teacher  and  student 
roles  are  weakened  and  the  house  officer  feels 
he  is  being  exploited  as  cheap  labor,  he  seems 
to  be  willing  to  bury  his  professional  pride  and 
strike.3  The  teaching  chief  was  replaced,  which 
the  administrators  believed  undermined  ef- 
forts which  the  union  might  have  taken  to 
opportunize  on  educational  issues.  In  fact,  it 
should  be  emphasized  that  no  housestaff, 
teaching  chief,  or  administrator  mentioned  any 
concerns  over  educational  issues,  such  as 
curriculum,  evaluation,  or  accreditation,  and 
that  grievances  over  education  tended  to  be 
personal  in  nature  and  were  generated  from 
one  department. 

No  house  officer  mentioned  any  issues  of 
importance  which  could  be  interpreted  as 
having  potential  for  intrusion  into  the  area  of 
traditional  management  prerogative.  The 
administrators  and  the  teaching  chiefs  con- 
curred with  this  analysis.  Other  hospitals  have 
experienced  considerable  militancy  in  compe- 
tition over  administration  decision  making 
power.4  5 Competition  over  management  pre- 
rogative did  not  appear  to  be  an  important 
cause  of  unionization  at  this  institution. 

Only  one  housestaff  member  mentioned 
quality  of  patient  care  as  a reason  for 
unionization,  and  all  the  teaching  chiefs  and 
administrators  believed  that  patient  care  was 
not  an  important  cause  of  unionization.  Al- 
though patient  care  has  been  a significant  issue 
at  other  institutions,6  it  was  not  an  important 
consideration  at  this  setting.  The  fact  that 
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issues  such  as  education,  management  pre- 
rogative, and  patient  care  did  not  surface  as 
important  considerations  is  significant.  The 
interviews  demonstrated  wide  agreement 
among  housestaff,  administrators,  and  teach- 
ing chiefs  that  conditions  of  work  and  eco- 
nomic issues  dominated  over  all  other  con- 
siderations in  terms  of  the  housestaff  rationale 
for  unionization.  These  concerns  centered 
around  salary,  housing,  time  off,  and  schedul- 
ing. 

The  housestaff  were  dissatisfied  because 
salary  stipends  were  lower  than  neighboring 
hospitals.  Salary  considerations  have  also  been 
important  in  other  unionized  settings  for 
housestaff.  For  example,  the  importance  of 
parity  between  neighboring  hospitals  in  sal- 
aries surfaced  in  New  York  City  when  it  was 
demonstrated  that  negotiation  of  this  benefit 
at  some  hospitals  soon  became  the  model  for 
salary  scales  at  other  hospitals. 

The  perceived  inequalities  in  housing 
stipends  and  assignments  allocation  were 
causes  for  dissatisfaction  by  housestaff.  Ac- 
cording to  both  housestaff  and  administrators, 
the  unhappiness  with  housing  policy  originally 
affected  a small  number  of  housestaff.  How- 
ever, those  affected  became  part  of  the  active 
core  of  the  housestaff  leadership  and  were  able 
to  make  housing  an  important  issue.  The 
housestaff  were  also  dissatisfied  with  the 
amount  of  vacation  and  holiday  time.  The 
amount  of  off-duty  time  has  been  a very 
controversial  issue  in  other  hospital  settings, 
and  has  often  divided  housestaff  and  adminis- 
tration allegiances.  Housestaff  generally  have 
demanded  fewer  work  hours  per  week  and 
fewer  consecutive  hours  of  duty,  with  the 
contention  that  patient  care  is  improved  with 
more  rested  housestaff.  Administrators  have 
supported  the  view  that  long  hours  improve 
educational  opportunities  and  are  financially 
necessary." 

The  composition  of  the  housestaff  was  a 
factor  which  the  administrators  and  the 
teaching  chiefs  felt  helped  to  sustain  the  move 
toward  primarily  conditions  of  work  and 
economic  issues.  They  believed  that  the 
Canadian  group  within  the  housestaff  had 
been  able  to  assume  an  important  pivotal 
position  in  the  thinking  of  the  housestaff,  and 
that  the  Canadian  group  was  more  interested 
in  issues  of  immediate  benefit,  such  as 


vacation  and  salary,  since  almost  all  of  that 
group  were  in  the  rotating  intern  program  and 
would  only  be  at  the  institution  for  one  year. 
Since  the  Canadians  were  the  most  transient  of 
the  housestaff,  it  was  believed  that  they  felt 
little  stake  in  the  institution  and  were  not 
influenced  toward  issues  of  longer  lasting 
importance.  The  number  of  foreign  medical 
graduates  also  may  have  been  important. 
Approximately  60%  of  the  housestaff  were 
foreign  medical  graduates,  that  is,  graduates 
from  medical  schools  outside  of  Canada  or  the 
United  States.  The  administrators  and  teach- 
ing chiefs  felt  that  these  FMG’s  tended  to  be  a 
group  that  was  easily  led  and  conformed  to  the 
thinking  of  the  Canadian  and  American  group. 
This  is  supported  by  the  fact  that  the  union 
leadership  consisted  solely  of  Canadians  and 
Americans,  and  a Canadian  was  the  primary 
negotiator. 

The  administrators  and  teaching  chiefs  also 
believed  that  leadership  was  an  important 
component  of  the  union’s  development.  They 
felt  that  the  developmental  hallmarks  of  the 
union  coincided  with  the  presence  of  charis- 
matic leadership.  This  contention  was  some- 
what born  out  by  the  fact  that  the  union’s 
cycles  of  activity  in  1971,  1974,  and  1977 
occurred  during  times  when  housestaff  leaders 
were  present  who  demonstrated  organizational 
and  personality  strengths.  For  example,  the 
presidents  of  the  local  housestaff  organization 
in  1971  and  1974  eventually  became  teaching 
chiefs  and  the  current  president  of  the 
housestaff  organization  was  a social  worker 
who  held  positions  of  responsibility  before 
attending  medical  school. 

Conclusions 

The  results  of  this  study  are  not  necessarily 
applicable  to  all  institutions,  however,  they 
may  provide  guidelines  which  will  help  in- 
dividuals involved  with  hospital  educational 
programs  to  deal  with  housestaff  and  house- 
staff  organizations.  The  most  significant 
factors  leading  to  unionization  of  housestaff  at 
this  institution  involved  the  following: 

1.  the  non-response  to  housestaff  concerns 

over  a period  of  time 

2.  the  dissatisfaction  of  the  housestaff  with  a 

teaching  chief 

3.  the  dissatisfaction  of  the  housestaff  with 
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their  economic  package  and  conditions  of 
work 

4.  the  composition  and  leadership  of  the 
housestaff 


Housestaff  attitudes  toward  management  pre- 
rogative and  patient  care  were  not  influential 
in  union  development.  It  is  important  that 
hospital  educators  and  administrators  be 
aware  of  these  issues  and  react  to  them  in 
order  to  promote  improved  housestaff-hospital 
relations,  so  that  the  potential  for  a more 
harmonious  and  effective  educational  environ- 
ment can  be  realized. 
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Down  Memory  Lane 


1.  Don’t  be  in  a hurry.  Know  the  position 
of  the  fetus.  Practice  with  your  hands  in  the  air 
first  what  you  want  to  do  in  the  pelvis,  and  then 
do  it. 

2.  So  much  is  being  written  on  the 
gallbladder  that  it  might  seem  that  there  is 
already  a superfluity  of  literature  on  this 
subject.  But  an  organ  that  is  found  diseased  in 
66%  of  bodies  coming  to  autopsy,  can  scarcely 
be  the  object  of  too  much  study  by  the  medical 
profession. 

3.  State  medicine  has  not  been  successul 
in  other  countries  where  it  has  been  tried;  it 
makes  people  morbidly  interested  in  their 
physical  progress;  they  demand  time  and 
attention  of  physicians  unnecessarily;  phy- 
sicians do  not  favor  it. 

4.  There  are  7,000  hospitals  in  this  country 
containing  900,000  beds,  representing  an 
investment  of  more  than  three  billion  dollars. 

5.  Not  more  than  two  per  cent  of  frontal 
lobe  tumors  manifest  their  presence  in  the 
roentgen  ray. 


the  problems  related  to  child  welfare  and 
protection. 

7.  In  the  past  it  has  often  been  supposed 
that  when  medical  schools  were  all  of  one 
standard,  or  at  least  of  one  high-grade 
standard  that  evidence  of  graduation  from  any 
of  them  should  entitle  the  holder  to  a license  in 
any  state  and  general  reciprocity. 

8.  Fissures  usually  are  not  cured  by  the 
local  application  of  silver  nitrate.  It  only 
irritates  the  lesion,  and  makes  it  more  painful, 
and  does  not  remove  the  pathology  which  is 
always  present  within  the  anal  canal. 

9.  The  Committee  on  the  Grading  of 
Nursing  Schools  complains  that  six  out  of  ten 
nurses  graduated  at  present  receive  no  prac- 
tical experience  in  the  nursing  of  contagious 
diseases. 

10.  A free  clinic  for  crippled  children  is 
planned  for  the  Fremont  area  shortly.  Burt, 
Cuming,  Dodge,  Saunders,  Washington  and 
Thurston  are  in  the  area  intended  to  be 
covered. 


6.  In  response  to  the  call  of  President  Nebraska  State  Medical  Journal 
Hoover  eleven  hundred  men  and  women  May,  1931. 
engaged  to  make  a comprehensive  survey  of  F.C. 
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The  Letter  Box 


Dear  Frank: 

I wish  to  introduce  you  to  the  new  “logo”  of 
the  Metropolitan  Omaha  Medical  Society 
which  you  see  on  this  letterhead. 

Having  been  a fan  of  yours  for  many  years,  I 
thought  you,  as  a medical  historian,  would 
enjoy  its  symbolism  and  perhaps  consider  it 
worth  sharing  with  Nebraska  State  Medical 
Association  Members. 


man,  whether  it  be  a flag,  an  insignia  or  some 
other  symbolic  representation  of  his  allegiance. 

The  logo  depicts  Leonardo’s  Anatomic  Man 
within  the  circle  and  square  of  first  century 
architect  Vitruvius,  hence  the  name,  The 
Vitruvian  Man. 

To  our  organization,  this  depicts  medicine  in 
our  present-day,  highly  structured  society. 


Metro 


maha 


Medical  Society 

The  need  for  a focal  point  seems  inherent  in 


The  implication  is  that  we  stand  ready  to 
meet  these  new  challenges  which  this  highly 
structured  society  poses. 

I take  this  opportunity  to  congratulate  you 
on  a job  well  done  with  The  Journal  and  look 
forward  to  future  issues. 

Sincerely, 

Charles  M.  Bressman,  M.D. 

President 


In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

VaVerka,  James  W.,  M.D.  — born  September 
13,  1897,  died  February  8,  1981,  Creighton 
University  School  of  Medicine,  graduated  in 
1942,  instructor  at  Creighton  University 
School  of  Medicine,  NMA  and  AMA 
member. 
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Coming  Meetings 


CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Family  Medicine  Update,  May 
1-3,  1981,  The  Lodge  at  Okoboji,  Okoboji, 
Iowa. 

Anticoagulant  and  Antiplatelet  Therapy  in 
Cardiovascular  Disease,  Saturday,  May  2, 
1981;  Nebraska  Center  for  Continuing  Educa- 
tion, 3300  Holdrege  Street,  Lincoln,  Nebraska; 
sponsored  by:  Lincoln  Division,  Nebraska 
Affiliate,  American  Heart  Association 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Business  Meeting,  Saturday,  May 
2,  1981,  5:00  p.m.,  Lincoln  Hilton  Hotel, 
Pool  Area  — Second  Level,  Lincoln,  Ne- 
braska. All  alumni  urged  to  attend.  In 
conjunction  with  Nebraska  Medical  Associa- 
tion meeting. 

ALPHA  OMEGA  ALPHA,  ALPHA  CHAPTER 
OF  NEBRASKA  — AOA  Week  is  May  4-7, 
1981.  Visiting  Professor  is  Sir  Andrew  Watt 
Kay,  Surgeon  from  Glasgow,  Scotland.  Noon 
Convocation  is  Wednesday,  May  6,  Wittson 
Hall  Amphitheatre  on  UNMC  campus.  AOA 
Initiation  Banquet  is  May  6,  6:30  p.m., 
Omaha  Country  Club,  Omaha. 

CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE/UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER,  Practice  Manage- 
ment Seminar,  May  8-9,  1981,  Omaha, 
Nebraska. 

CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Practical  Cardiology  for  the 
Family  Physician,  May  13-15,  1981,  Saint 
Joseph  Hospital,  Omaha,  Nebraska. 

CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Department  of  Surgery,  The 
Gut  and  the  Surgeon,  May  13-15,  1981, 
Boys  Town  Institute,  Omaha,  Nebraska. 


CRIPPLED  CHILDREN’S  CLINICS  — 

May  15,  1981  — Siouth  Sioux  City, 

First  Lutheran  Church 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  June 
7-11,  1981,  Chicago,  Illinois 

HEART  ASSOCIATION  SCIENTIFIC  SES- 
SION, June  19,  1981,  Kearney,  Nebraska. 

E.E.N.T.,  August  17-18,  1981,  Okoboji,  Iowa. 

CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Allergy  for  the  Clinician, 
September  10-11,  1981,  Omaha,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  September 
22,  1981  (time  to  be  announced),  Las  Vegas 
Hilton  Hotel,  Las  Vegas,  Nevada;  in  con- 
junction with  American  Academy  of  Family 
Physicians  meeting. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 

DECEMBER  10-12,  1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AOA.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St. 
Louis,  MO  63110  (314)  454-3873 

INTERNATIONAL  SYMPOSIUM  ON 
GILLES  DE  LA  TOURETTE  SYN- 
DROME, sponsored  by  the  National  Insti- 
tute of  Neurological  and  Communicative 
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Disorders  and  Stroke,  the  Tourette  Syn- 
drome Association  and  the  Gateposts 
Foundation;  Roosevelt  Hotel,  N.Y.C.,  May 
27-29,  1981.  Program  Chmn:  Dr.  Tom 
Chase  (NINCDS),  Dr.  Arnold  Friedhoff, 
N.Y.U.  School  of  Medicine.  The  following 
topics  and  their  relevance  to  Tourette 
Syndrome  and  related  disorders  of  the  CNS 


Between  Cases 

Lines  I Like. 

Don’t  never  take  nothing  from  nobody. 

Quote  Unquote. 

Shall  we  judge  the  country  by  the  majority 
or  by  the  minority?  Certainly,  by  the 
minority.  The  mass  are  animal,  in  state  of 
pupilage,  and  nearer  the  chimpanzee. 
Emerson. 

Definitions. 

Diaphragm:  a muscular  partition  separating 
disorders  of  the  chest  from  disorders  of  the 
bowels. 

Bierce. 

Words  I Can  Do  Without. 

Interdisciplinary,  by  leaps  and  bounds, 
multidisciplinary,  brash,  water  brash, 
ascribing. 

The  Physical. 

He  was  clean  and  neatly  dressed,  although 
his  clothes  were  dirty. 

Nobody’s  Perfect. 

The  patient  complained  of  inability  to 
maintain  erection  for  one  and  a half  years. 

Whichever  Comes  First. 

He  was  admitted  for  tuning  up. 


will  be  covered:  pharmacology,  biochemistry, 
genetics,  animal  models,  neuropsychology 
and  clinical  aspects.  For  registration  in- 
formation and  program:  Sheldon  Novick, 
M.D.,  TSA  Med.  Dir.,  Gateposts  Edn.,  42-40 
Bell  Blvd.,  Bayside,  N.Y.  11361  (212) 
631-0177. 


Department  Of  Alcoholism. 

History  of  alcoholism  which  at  times 
decapitates  him. 

I took  the  pledge. 

About  A Hundred  Years  Ago. 

To  become  a doctor  a man  must  study  some 
three  years  and  hear  a thousand  lectures, 
more  or  less. 

Oliver  Wendell  Holmes,  Sr.:  Autocrat  of 
the  breakfast  table. 

It’s  Not  Easy,  Or  The  Family  History. 

His  wife  states  he  has  had  difficulties  with 
assaulting  her. 

Foreign  Language  Section. 

I’ll  be  right  with  you. 

There’ll  be  a long  wait. 

Heard  On  TV. 

You’re  going  to  have  some  argumentation. 

Quote  Unquote. 

I think  no  virtue  goes  with  size. 

Thoreau,  I think. 

English,  As  She  Is  Wrote. 

The  label  on  my  bottle  of  nondairy  creamer, 
whatever  that  is,  says  it  is  nutritious  and 
tasti. 

F.C. 
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Welcome  New  Members 


James  F.  Reppert,  M.D. 

320  McNeel  Lane 
North  Platte,  NE  69101 

Willis  L.  Wiseman,  M.D. 

Wayne,  NE  68787  (Reinstated) 

Joseph  D.  Veridrame,  M.D. 

5th  Floor,  Doctors  Bldg. 
Omaha,  NE  68131 

Robert  M.  Kroeger,  M.D. 

8300  Dodge  St.,  #407 
Omaha,  NE  68114 


Dan  Cao  Nguyen,  M.D. 
Sutherland,  NE  69165 

Robert  W.  Harms,  M.D. 
17th  & N Street 
Lincoln,  NE  68508 

Anne  K.  Mattas,  M.D. 
17th  & N Street 
Lincoln,  NE  68508 


Books 

Diagnosis  and  rehabilitation  in  clinical  neuro- 
psychology; by  Charles  J.  Golden;  319  pages;  hard  cover 
$24.75;  published  1981  by  Charles  C.  Thomas,  301-327 
East  Lawrence  Avenue,  Springfield,  Illinois  62717. 

This  is  the  second  edition;  the  first  appeared  in  1978. 
The  author  is  a Ph.D.,  and  is  an  associate  professor  of 
medical  psychology  at  the  University  of  Nebraska  Medical 
Center  in  Omaha. 

Neuropsychology  is  a field  with  which  you  and  I may  be 
only  remotely  familiar;  we  may  have  called  it  neurology, 
but  this  is  different.  It  is  tests  and  procedures,  brain  injury 
with  all  the  things  that  go  into  recovery,  with  environ- 
mental, emotional,  and  both  neurological  and  psycho- 
logical factors. 

The  book  is  divided  into  13  chapters,  there  are  tables 
and  figures,  a 46-page  bibliography,  and  both  an  author 


and  a subject  index.  The  text  may  be  written  for  a 
psychologist-reader,  but  I am  neither  a neurologist  nor  a 
psychologist,  and  I liked  it. 

So  will  you. 

F.C. 


Received 

Psychological  aspects  of  pregnancy,  birthing,  and 
bonding;  edited  by  Barbara  L.  Blum,  Ph.D.;  Volume  IV  in 
the  Series,  New  Directions  in  Psychotherapy;  380  pages; 
hard  cover  $25.95;  published  1980  by  Human  Sciences 
Press,  72  Fifth  Avenue,  New  York,  N.Y.  10011. 

F.C. 
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WashingtoNotes 

(continued  from  page  23-A) 

renew  and  strengthen  private  sector  peer 
review  activities. 

In  conclusion,  Dr.  Boyle  explained  the 
Association’s  change  in  position  on  the  PSRO 
program  after  nine  years  of  support  “as  a 
natural,  eventual  result  based  upon  the  grow- 
ing dissatisfaction  that  developed  from  the 
often  fruitless  and  frustrating  efforts  to  work 
with  the  federal  bureaucracy  and  improve  the 
PSRO  program.” 

Dr.  Boyle  strongly  emphasized  that  the 
Association’s  recommendation  for  the  ter- 
mination of  the  PSRO  program  should  not  be 
considered  a withdrawal  of  support  for  pro- 
fessional peer  review  of  medical  service  to 
ensure  quality  care.  “What  the  AMA  is 
rejecting  is  a federally  directed  review  program 
where  the  federal  direction  is  no  longer 
interested  in  patient  care  or  quality  service, 
but  has  become  devoted  to  the  single-minded 
purpose  of  restricting  health  expenditures.” 

Money  to  schools. 

Medical  schools  must  diversify  sources  of 
financial  support  for  medical  education  in  light 
of  prospects  for  reduced  institutional  aid  from 
the  federal  government,  the  AMA  has  told 
Congress. 

“While  the  federal  role  has  been  significant 
in  the  last  decade,  medical  education  has  also 
enjoyed  support  from  various  other  sectors  of 
society,”  said  C.  H.  William  Ruhe,  M.D.,  a 
Senior  Vice  President  of  the  AMA.  “It  will  now 
be  incumbent  to  increase  this  latter  base  of 
support  to  assist  in  meeting  funding  require- 
ments.” 

Dr.  Ruhe  told  the  House  Commerce  Sub- 
committee on  Health  that  medical  schools 
must  have  sufficient  resources  to  provide 
education  of  a high  quality,  and  students  must 
have  the  resources  to  meet  the  costs  of  the 
education. 

The  federal  program  of  aid  for  medical 
schools  comes  up  for  renewal  this  year  under 
assault  from  the  Reagan  Administration,  which 
is  seeking  deep  cuts.  Congress  was  unable  last 
year  to  complete  action  on  a new  health 
manpower  program. 
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•Data  on  file  Parke-Davis  Marketing  Research  Dept. 
••Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 
The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 


PD-400-JA-0146-P-1  (1-811 


TUCKS*  Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  doth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritabor  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide,  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hiembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in;  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery 
Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol*  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppostories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  cf 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositones- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  he  removed  from  fabnc  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071  1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9-86T  (1S“-30°C) 
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Dr.  Ruhe  noted  in  his  testimony  that  the 
cost  of  a medical  education  today  can  be 
staggering  with  annual  tuition  figures  of  more 
than  $10,000  becoming  commonplace.  “We 
are  deeply  concerned  over  the  financial  bur- 
dens being  placed  on  students  and  the  impact 
of  high  tuition  upon  new  practitioners.” 

“The  AMA  believes  that  medical  education 
must  not  be  allowed  to  become  limited  on  the 
basis  of  income,”  he  said.  “Student  assistance 
must  be  of  the  highest  priority  for  government 
action  . . . Without  such  aid,  the  potential 
exists  for  medical  education  to  become  the 
privilege  of  the  wealthy.  The  AMA  is  committed 
to  seeing  that  financial  resources  are  available 
to  qualified  aspiring  health  professionals.” 

The  AMA  official  urged  a program  of 
guaranteed  loans  with  repayment  deferrable 
through  residency  training.  “Consideration 
should  also  be  given  to  interest  subsidies  for 
the  length  of  the  training,  and  to  setting  the 
rate  of  repayment  to  the  ability  of  the 
individual  to  repay  the  principal  of  the  loan.” 

The  AMA  also  supported  continued  federal 
assistance  to  programs  of  basic  nurse  training, 
but  opposed  legislation  to  make  the  Graduate 
Medical  Education  National  Advisory  Com- 
mittee (GMENAC)  a permanent  statutory 
body. 

Health  & cuts. 

The  Reagan  Administration  budget  cuts  in 
health  and  welfare  have  survived  preliminary 
skirmishes  in  Congress,  raising  hopes  at  the 
White  House  that  the  lawmakers  will  go  along 
with  the  bulk  of  the  economy  program. 

Spokesmen  for  groups  hard  hit  by  the  cuts, 
however,  lined  up  at  Congressional  hearings  to 
protest  the  budget  chops,  arguing  that  needed 
health  services  will  be  denied  beneficiaries  and 
that  vital  programs  will  suffer. 

The  first  round  of  what  is  expected  to  be  a 
session-long  battle  over  the  size  of  the  health 
cuts  appeared  to  be  going  to  the  Administra- 
tion as  House  and  Senate  Committees  begin 
to  act  on  the  budget  resolutions  that  will 
dictate  overall  spending  limits  they  must  work 
within. 

President  Reagan’s  proposed  cuts  in  Social 
Security  and  programs  for  the  unemployed 
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were  adopted  in  principle  by  the  Senate 
Finance  Committee  in  the  first  major  test  of 
the  Administration’s  goals.  With  Republicans 
voting  as  a bloc,  the  Committee  voted  down  a 
series  of  Democratic  efforts  to  soften  Presi- 
dent Reagan’s  economies  for  a range  of 
programs,  including  Medicare  and  Medicaid. 

On  the  Senate  Labor  and  Human  Resources 
Committee,  a Democratic  assault  on  cuts  was 
led  by  Sen.  Edward  Kennedy  (D.,Mass.),  who 
was  defeated  9-7  on  all  but  a few  of  his  motions 
to  restore  funds  for  health  programs.  An  8 to  8 
tie  vote  killed  a Kennedy  effort  to  add  $89 
million  to  the  $58  million  requested  by  the 
Administration  for  the  embattled  health 
planning  program,  which  the  Administration 
wants  to  kill. 

On  the  House  side,  the  House  Ways  and 
Means  Subcommittee  on  Social  Security  has 
recommended  that  the  Administration’s  cut  of 
$2.4  billion  be  adopted. 

Medicaid  fees. 

Medicaid  payments  to  physicians  would  be 
raised  to  the  levels  allowed  for  Medicare  under 
a proposal  by  the  National  Commission  on 
Social  Security. 

The  bipartisan  commission  was  formed  five 
years  ago  by  Congress  to  make  an  exhaustive 
study  of  the  Social  Security  System  and  to 
submit  recommendations  for  changes  to 
Congress. 

In  its  report,  the  nine-member  commission 
said  “Medicaid’s  reimbursement  rates  must  be 
set  high  enough  to  encourage  the  participation 
of  physicians.”  Not  only  should  Medicaid  fees 
be  lifted  to  the  Medicare  level,  but  “the  fees  of 
both  programs  will  ultimately  have  to  be 
reasonably  equivalent  to  those  paid  for  pri- 
vately-purchased services,  or  patients  under 
both  programs  will  be  denied  access  to  medical 
services.” 


The  Federal  Trade  Commission. 

The  Reagan  Administration  will  not  seek  to 
eliminate  the  Federal  Trade  Commission’s 
antitrust  authority  but  is  recommending  deep 
cuts  in  the  agency’s  appropriations.  An  earlier 
report  that  the  FTC  antitrust  division  was 
imperilled  has  been  denied.  Over  the  next 
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three  years,  the  Administration  wants  to  scale 
back  the  FTC  budget  from  $78  million  to  $41 
million.  The  antitrust  activities  of  FTC  often 
parallel  those  of  the  Justice  Department. 
Many  of  the  FTC’s  actions  against  medical  and 
health  related  organizations  involving  codes  of 
ethics,  advertising, etc.,  have  been  FTC  anti- 
trust cases. 


Commission  on  Drugs. 

Major  drug  manufacturers  plan  a Com- 
mission to  collect  and  distribute  basic  research 
leads  for  drugs  to  treat  rare  diseases. 

Lewis  Engman,  President  of  the  Pharma- 
ceutical Manufacturers  Association  has  told 
Congress  that  through  the  Commission’s  work 
“every  interested  scientist  and  research  in- 
stitution, every  society  concerned  with  a rare 
disease,  and  every  potential  sponsor  will  be 
able  to  obtain  information  about  the  com- 
pounds and  research  leads  of  investigators 
who  wish  to  use  this  mechanism.” 

The  new  Commission  on  Drugs  for  Rare 
Diseases  was  announced  before  a hearing  of 
the  House  Commerce  Subcommittee  on 
Health.  Engman  said  40  products  have  been 
marketed  since  1970  for  use  in  rare  diseases 
and  another  39  have  been  made  available  for 
research  on  patients. 

As  examples,  he  cited  Demser  (metyrosine) 
which  treats  conditions  caused  by  pheo- 
chromocytoma,  a rare  tumor  of  the  adrenal 


gland;  and  Vira-A  (vidarabine)  which  treats 
rare  herpes  infections  of  the  eye  and  brain. 

Engman  also  urged  administrative  reforms 
by  the  Food  and  Drug  Administration  to  make 
new  drug  approval  less  difficult  and  costly. 
The  average  cost  of  taking  a promising  new 
drug  from  discovery  to  market  approval  today 
exceeds  $70  million,  he  said. 


CT  scanners. 

A sharp  decline  in  the  installation  of 
computed  tomography  (CT)  scanners  in  the 
past  two  years  may  indicate  the  market  is 
reaching  its  limits,  according  to  a study  by  the 
Congressional  Office  of  Technology  Assess- 
ment. 

Although  critics  have  blamed  government 
interference  for  inhibiting  scanners,  the  OTA 
study  said  “the  real  boon  to  diffusion  and  use 
of  the  CT  scanners  has  been  in  the  govern- 
ment’s almost  open-ended  commitment  to  pay 
for  CT  scans.” 

The  OTA  said  it  is  concerned  about 
regulatory  approaches  being  considered  to 
control  CT  scanners  and  other  technologies  in 
the  absence  of  definitive  scientific  information 
on  their  efficacy  and  safety  that  would  permit 
wise  decisions  by  federal  officials  or  insurance 
companies. 

The  U.S.  has  the  greatest  number  of  CT 
scanners  per  population,  with  1,471  last  year. 
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NOW-  Nutrition  Education  Can  Begin  In  Your  Waiting  Room 


Dairy  Council  of  Central  States  is  making  this  one  time  only  offer  to  all 
Nebraska  physicians  of  QuizMate  Table  Top  Exhibits  with  Interchangeable 
QuizCards... excellent  information  pieces  to  display  in  your  waiting  room. 

Portable  and  Battery  Operated  - this  educational  and  informative  small-space 
display  can  be  placed  anywhere  without  concern  for  electric  outlets  or  hazards. 
Shipped  complete  with  batteries. 

QuizCards  - on  Maternal  Nutrition,  Nutrition  for  the  Elderly,  Food  and  Nutrition, 
and  Dental  Health  and  Nutrition  are  provided  with  each  exhibit. 

MiniQuiz  Folders  - each  subject  is  accompanied  by  an  optional  'MiniQuiz',  printed 
in  two  matching  colors,  ond  repeating  the  questions  and  answers  for  'take-home' 
use. 

Nutrition  Information  Brochures  - displayed  in  the  top  tray  of  the  exhibit  are 
available  from  Dairy  Council  of  Central  States. 


ORDER  FORM** 

QuizMatic  Exibits  with  4 QuizCards  $30  = $ 

MiniQuiz  Folders  .05  each 

Maternal  Nutrition  = $ 

Nutrition  for  the  Elderly  = $ 

Food  ond  Nutrition  = $ 

Dental  Health  and  Nutrition  $ 

TOTAL  = $. 


YOUR  NAME 

TITLE  AFFILIATION 

STREET  ADDRESS 

CITY STATE 


**Do  not  send  payment  when  placing  order. 
You  will  be  billed  at  the  time  of  shipment. 


LIMITED  OFFER  - PLEASE  RESPOND  IMMEDIATELY!  ! 

Send  to:  Dairy  Council  of  Central  States,  Suite  103  - 
Hillcrest  Bldg.,  Ralston.  NE  68127  [402]  592-3355 


ZIP 
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Physicians'  Classified 

EMERGENCY  MEDICINE  — WEST 
CENTRAL  NEBRASKA:  Directorship  and  clinical 
positions  available  in  moderate  volume  emergency 
department.  Excellent  guaranteed  income  plus 
additional  stipend  for  Director’s  duties.  Pro- 
fessional liability  insurance  provided;  flexible 
scheduling  with  no  on-call  responsibilities.  For 
details,  forward  credentials  in  complete  confidence 
to  William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  Colorado 
80903;  or  call  toll-free  1-800-525-3681  (in  Colorado 
State  call  collect  303-471-4981). 

FAMILY  PRACTICE:  Opportunities  in  out- 
standing southern  Minnesota  group.  The  Albert 
Lea  Clinic,  P.A.,  is  interested  in  contacting  phy- 
sician candidates  for  city  and  small  town  branch 
practices.  This  group  is  a 16-man  multispecialty 
group  in  the  primary  and  secondary  care  fields.  Top 
salary  first  year.  Senior  physician  participation 
beginning  at  the  end  of  the  first  year,  an  incentive 
income  distribution  plan.  LOW  cost  buy-in.  Maxi- 
mum profit  sharing  plan.  Top  level  insurance  plan 
and  full  range  of  other  benefits.  New  hospital  in 
city.  Albert  Lea  is  an  exceptional  place  to  live  and 
these  are  choice  practices.  Please  contact  B.  J. 
Boss,  Administrator,  Albert  Lea  Clinic,  P.A.,  1602 
Fountain  St.,  Albert  Lea,  MN  56007.  Phone  (507) 
373-8251,  personal  phone  (507)  377-1406  or 
contact  T.  F.  Thompson,  M.D.,  (507)  373-8251, 
personal  phone  (507)  373-0259. 
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EMERGENCY  MEDICINE  OPPORTUNITIES 
AVAILABLE:  Positions  available  for  career- 
oriented  emergency  physicians  in  this  moderate 
volume  emergency  department  located  in  the 
central  portion  of  Nebraska.  Excellent  guaranteed 
income,  paid  professional  liability  insurance,  flex- 
ible scheduling  with  no  on-call  involvement  to  be 
awarded  to  physicians  chosen.  For  details  send 
credentials  in  complete  confidence  to  William 
Salmo,  Chase  Stone  Center,  Holly  Sugar  Building, 
Suite  1070,  Colorado  Springs,  Colorado  80903;  or 
call  toll-free  1-800-525-3681  (in  Colorado  state  call 
collect  303-471-4981). 

OPPORTUNITY:  For  qualified  physician  in 
Internal  Medicine  in  a two-man  general  internal 
medicine  department  in  southern  Minnesota.  The 
Albert  Lea  Clinic,  P.A.,  is  a 16-man  multispecialty 
group  in  primary  and  secondary  care  fields. 
Financial  rewards  are  exceptional  and  practice 
challenges  very  attractive.  Negotiated  top  salary 
first  year.  Senior  physician  participation  beginning 
at  the  end  of  the  first  year  and  incentive  income 
distribution  plan.  The  clinic  has  a low  cost  buy-in 
with  a maximum  profit  sharing  plan.  There  is  a top 
level  insurance  program,  medical  reimbursement 
program,  and  a full  range  of  other  benefits.  A nearly 
new  hospital  in  the  city  provides  an  exceptional 
place  to  work.  This  is  a choice  practice  in  an 
exceptional  place  to  live.  Please  contact  B.  J.  Boss, 
Administrator,  Albert  Lea  Clinic,  P.  A.,  1602 
Fountain  St.,  Albert  Lea,  MN  56007.  Phone  507- 
373-8251.  Personal  phone  507-377-1406  or  contact 
L.  E.  Shelhamer,  Jr.,  M.D.,  phone  507-373-8251  or 
personal  phone  507-377-1530. 

FAMILY  PRACTICE:  Available  September, 
1981.  Medical  office,  records  and  equipment.  City 
of  1,800  with  22-bed  hospital,  100-bed  nursing 
home  and  76  beds  for  mentally  retarded.  Prosper- 
ous farming  community  with  cheese  factory  and 
irrigation  equipment  factory.  Join  the  return  to 
pressureless  living!  L.  G.  Bunting,  M.D.,  Hebron, 
Nebraska  68370,  (402)  768-6023. 

KANSAS  - EMERGENCY  MEDICINE  OP- 
PORTUNITIES: Clinical  positions  available 

throughout  Kansas.  Situations  range  from  mod- 
erate to  high  patient  volumes.  Excellent  compen- 
sation, plus  paid  professional  liability  insurance. 
Flexible  scheduling  without  on-call  involvement. 
For  details,  send  credentials  in  confidence  to 
William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  CO  80903. 
For  immediate  consideration  call  toll-free  1-800- 
525-3681  (within  Colorado  state  call  collect  303- 
471-4981). 

POSITION  AVAILABLE:  We  have  an  opening 
for  a full-time  Physician  to  work  in  our  health 
services  section.  Primary  responsibilities  will  be  the 
health  care  of  approximately  500-700  legal  of- 
fenders at  the  Nebraska  State  Penitentiary.  The 
institution  is  located  in  Lincoln,  Nebraska;  a very 
progressive,  clean  city  with  an  excellent  school 
system.  The  Department  is  in  the  process  of  major 
reconstruction  and  will  have  all  new  facilities  in 
1981.  Salary  open  to  negotiation;  excellent  state 
benefits.  Apply  to:  Personnel  Office,  Nebraska 
Department  of  Correctional  Services,  P.O.  Box 
94661,  Lincoln,  NE  68509.  Telephone  (402)  471- 
2654. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 
the  following  infec- 

!o  susceptible6  its  usefulness  in 

cafecf organisms  antimicrobial 
(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coil,  Klebsiella  Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampicillln-reslstant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  tlexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended:  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  coniunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide.  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN. 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100,  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue' . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations'... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


1.  Rubin  RH.  Swartz  MN:  N Engl  J Med  303  426-432.  Aug  21,  1980  2.  Data  on  file, 
Medical  Department.  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.1).  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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FOR  THE  7 OF  10  NONPSYCHOTIC 


10  20  30 


Clear  correlation  belween  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees  Data  based  on  a 
sampling  of  100  outpatients  (64  male,  36  female)  seen  at  a general  psychiatric  clinic. 

Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome  Psychosomatics  11  438-441,  Sept-Oct  1970 
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DEPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS1'2 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety 12  One  author  found  a disfinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium?1  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use — with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickets  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders  Arch  Gen  Psychiatry  35  1359-1 365,  1978  3.  Claghorn  J The  anxiety- 
depression  syndrome.  Psychosomatics  11  438-441,  1970  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association  Am  J Psychiatry  737 1 1 63-1 1 72,  1980  5.  Feighner  JP  et  at  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its  components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness  Psychopharmacology  61  217-225,  1979 


In  moderate  depression  and  anxiety 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL 1 TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  inlormation, 
o summary  ot  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  durinq  acute  recovery  phase  followinq  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  ot 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  inforction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic . Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  ot  three  to  four  tablets  doily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose" 
packages  ot  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS.  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents  e g 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulm  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict  s and  Fehlmg  s 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 

Usage  m Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  m human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Cefaclor 

Pulvules’- . 250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  CeclorC6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic — Slight  elevations  in  SGOT,  SGPT.  or 
alkaline  phosphatase  values  (1  m 40) 

Hematopoietic — Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  (iososor] 

• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either S 
pneumoniae  orH  influenzae  * 

Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Additional  information  available  to 
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Eh  Lilly  and  Company 
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Because  they  think  a comp 
too  expensive. 

The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  hilling. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 

• Third  party  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  AV2  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 

designed  to  blend  smoothly  into 

solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support. 

Because  they  haven't  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360:  in  California 
(800)  772-2655 ...  or  write  for  our 
brochure. 


The  Sequoia  Medical  System 
provides  information  immediately: 
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• Procedure  and  diagnosis  analysis 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis  • 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CF15  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium11  (chlordiazepoxide  FICI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules'day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Flo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms. 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide  MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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In  Duodenal 

ULCER’  MAMASEMENT 


The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(clidinium  bromide/Roche)  for 
the  ulcer 

The  well-known  antianxiety  action 
of  Librium®  (chlordiazepoxide 
hCI/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 


_ - Adjunctive 

^JvUbrax  - 


Each  capsule  contains  5 mg  chlordiaeepoxide  MCI 
and  2 5 mg  clidinium  Br 

Antianxiety/Antisecretory/Antispasmodic 


Librax  has  been  evaluated  as  possibly  effective  for 
this  indication  Please  see  brief  summary  of  pre- 
scribing information  on  facing  page. 

Photograph  of  simulated  gastric  hypersecretion. 
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Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 


. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 

Tenuate  Dospan  ® 

(diethylpropion 
hydrochloride  NF) 


75  mg.  controlled-release  tablets 


the#1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adjunct  in  a prescribed  dietary  regi- 
men. Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Warnings 
and  Precautions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 


Merrell 


Tenuate  ® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan9® 

(diethylpropion  hydrochloride  NF) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion, The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states.  Patients  with  a history 
of  drug  abuse.  During  orwithin  14  days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result) , 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect;  rather,  the  drug  should  be  discontinued  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly  Drug  Dependence  Tenuate 
has  some  chemical  and  pharmacologic  similarities  to  the  amphetamines  and  other  related  stim- 
ulant drugs  that  have  been  extensively  abused  There  have  been  reports  of  subjects  becoming 
psychologically  dependent  on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight  reduction  program.  Abuse 
of  amphetamines  and  related  drugs  may  be  associated  with  varying  degrees  of  psychologic  de- 
pendence and  social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe  There  are 
reports  of  patients  who  have  increased  the  dosage  to  many  times  that  recommended  Abrupt 
cessation  following  prolonged  high  dosage  administration  results  in  extreme  fatigue  and  men- 
tal depression;  changes  are  also  noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication 
with  anorectic  drugs  include  severe  dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and 
personality  changes.  The  most  severe  manifestation  of  chronic  intoxications  is  psychosis,  often 
clinically  indistinguishable  from  schizophrenia.  Use  in  Pregnancy  Although  rat  and  human  repro- 
ductive studies  have  not  indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are  preg- 
nant or  may  become  pregnant  requires  that  the  potential  benefits  be  weighed  against  the  potential 
risks.  Usem  Children:  Tenuate  is  not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported.  Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic:  Urticaria,  rash,  ecchymosis,  erythema  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset.  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis, leukopenia.  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians.  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride);  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  1 2 years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation.  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse.  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usualiy  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard.  Intravenous  phentolamine  (Regitine  - ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  it  this  complicates  Tenuate  overdosage 

Product  Information  as  of  January,  1 980 

MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
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MERRELL  DOW  PHARMACEUTICALS  INC 
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Cincinnati,  Ohio 45215 
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Clarkson  Hospital 

DOCTORS  BUILDING  COMPLEX 

...  a convenient  and  modern  office  setting  custom  designed  to  your  needs. 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 
THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE 


Germany  or  Little  Rock  - Alaska  or 
Tucson,  Arizona  — whatever  your  geo- 
graphical preference,  we’ll  work  to  place 
you  there.  And  you'll  know  the  assign- 
ment before  you  are  committed 

This  is  just  one  of  the  many  advantages 
for  physicians  in  Air  Force  medicine  We 
also  provide  excellent  salaries.  30  days  of 
paid  vacation  each  year;  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine  And  the  support  to 
eliminate  your  involvement  in  paperwork 
We  would  like  to  tell  you  more  about 
Air  Force  medicine 


Contact  (call  collect): 

Capt.  Archie  Summerlin 

116  South  42nd  St.,  Omaha,  NE 

(402)  221-4319 

AIRFORCE  HEALTH  CARE  AT  ITS  BEST 
A great  way  of  life. 


WashingtoN otes 

The  government  & insurance. 

The  threat  of  federal  intervention  against 
physicians  sitting  on  policy-making  boards  of 
Blue  Shield  or  similar  medical  insurance  plans 
has  been  lifted  by  the  Federal  Trade  Commis- 
sion. 

The  agency  abandoned  a two-year-old  pro- 
posal by  the  Commission’s  Bureau  of  Competi- 
tion that  the  FTC  issue  a rule  limiting  control 
physicians  or  medical  societies  may  have  over 
the  70  Blue  Shield  boards. 

Additional  studies  have  contradicted  ori- 
ginal staff  findings  that  health  care  costs  were 
higher  in  areas  where  physicians  controlled 
Blue  Shield  boards,  FTC  officials  said.  They 
also  noted  that  consumer  representation  has 
increased  on  boards  in  recent  years. 

The  Commission’s  decision  to  abandon  the 
industry-wide  effort  was  unanimous  and  came 
after  less  than  50  minutes  of  debate  and 
without  a formal  vote. 

(Continued  on  page  16A) 
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RAIN  AND  TENSION 

Double  fault  for 
weekend  warriors  JmR 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and'or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics. has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a “crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  o*  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug  s higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow,  CNS  stimulants,  e g , caffeine,  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiling  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, mapulopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light - 
headedness,  with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981,  Wyeth  Laboratories 
All  rights  reserved 

'This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 

Wyeth  Laboratories 

A A Philadelphia,  PA  19101 


for  mild  to  moderate  pain 


Wygesic© 


(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox 
yphene  or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de* 
pressants  has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
i see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness.  head- 
ache weakness  euphoria  dysphoria  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  m comb' 
nation  with  alcohol,  tranquilizers,  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I V .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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We’re  Not 
From  Texas 
OrL.A. 

Now  you  don't  have  to  go  1 ,000  miles  for  a Great 
Medical  Computer  System. 

Professional  Horizons  in  Hastings,  Nebraska  has  developed  the 
Medical  Processing  System  (MPS).  Physicians  in  Hastings  have  already 
put  it  to  work.  And  so  can  you. 

MPS  is  an  in-house  computer  system  that  uses  the  IBM  Series  1 
computer.  Patient  information  never  leaves  your  office  so  you  are  not 
dependent  on  the  mail,  telephone  company  or  any  other  third  party  to 
help  manage  your  practice. 

Accounts  receivable,  appointment  scheduling  and  third  party 
claims  preparation  are  standard  features.  Blue  Cross/Blue  Shield 
claims  may  be  filed  on  diskette  — no  paper!  And  payment  is 
guaranteed  in  72  hours.  An  MPS  exclusive. 

A general  ledger  and  financial  reporting  package  is  also  available. 

You  don't  need  a special  data  processing  staff  to  put  MPS  to  work  for  you.  We 
can  train  your  present  staff  in  days.  After  training  questions  can  usually  be  handled 
over  the  telephone.  Answers  are  never  far  away. 

We  can  also  show  you  how  to  avoid  expensive  additions  to  your  staff  even  if 
your  patient  load  increases  or  another  physician  joins  your  practice. 

For  more  information  on  how  you  can  put 
MPS  to  work  for  you  call  or  write: 


PROFESSIONAL  „ 


HORIZONS 


PROVIDING  COMPUTER  SYSTEMS  FOR  THE  PROFESSIONAL  OFFICE 
P.O.  BOX  362  __ 

HASTINGS,  NEBRASKA  68901  • TELEPHONE  (402)  463-7717 


'fieri a li. zed  en 


I'ice 


PROFESSIONAL  LIABILITY 
INSURANCE 

is  ci  hian  mark 
op  distinction 

iMSUIt 

Cfty-ti^rr 

Professional  Protection  Exclusively  since  1899 


OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
91  10  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


medical 


SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


WashingtoN otes 

(Continued  from  page  12A) 

The  Blue  Shield  proposal  was  one  of  a series 
aimed  at  health  care  providers  and  insurors  in 
recent  years  and  ranked  in  importance  only 
behind  the  FTC’s  action  against  the  AMA’s 
code  of  ethics  involving  physician  advertising. 

Blue  Shield  plans  disputed  the  FTC’s  staff 
allegations  that  physician  reimbursement  was 
higher  where  physicians  exercised  significant 
control  over  local  Blue  Shield  plans. 

Instead  of  an  industry-wide  rule  on  the 
matter,  an  action  that  probably  would  have 
been  protested  in  court,  the  FTC  decided  to 
seek  any  abuse  on  a case-by-case  basis. 

The  controversial  staff  report,  which  re- 
ceived prominent  media  attention  at  the  time, 
charged  that  control  by  the  medical  profession 
of  insurance  plans  is  so  prevasive  that  some 
physicians  call  Blue  Shield  “the  economic  arm 
of  the  medical  profession.” 

In  a statement  on  the  FTC’s  action,  Walter 
McNemey,  President  of  Blue  Cross-Blue 
Shield,  said  the  decision  vindicates  the  Blue 
Shield  position  that  the  presence  of  physicians 
on  Blue  Shield  boards  does  not  produce  higher 
fees.  He  said  the  staff  recommendation  was  in 
part  a complete  reversal  of  previous  findings. 

Acting  FTC  Chairman  David  Clanton  said 
the  new  analysis  “suggests  that  some  pre- 
viously suspected  relationships  do  not  hold, 
but  the  study  still  shows  a troublesome 
relationship  between  medical  society  involve- 
ment on  Blue  Shield  boards  and  fee  levels  for 
several  expensive  medical  procedures.” 

Clanton  said  the  FTC  should  proceed 
selectively  “using  a rule  of  reason  approach” 
that  takes  into  account  the  share  of  the  market 
possessed  by  a plan,  the  degree  of  physician 
participation  in  fee  setting,  and  the  plan’s 
coverage. 

HMOs. 

The  Administration  has  sent  Congress  legis- 
lation phasing  out  federal  financial  support  for 
Health  Maintenance  Organizations  (HMOs). 

The  bill  will  “help  ensure  that  health 

(Continued  on  page  139) 
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works  well  in  your  office  . • • 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfatel  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1 /32  oz  (approx.)  foil  packets 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treatsthosethat 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemieally. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN'  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx  ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended 


When  using  neomycin  containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 

Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  j North  Carolina  27709 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
.American  Red  Cross 

P-O.  Box  83267,  1701  “E"  St.,  Lincoln  68501 

.Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 

Blue  Cross  and  Blue  Shield  of  Nebraska 

Wm.  H Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street.  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D  . President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community*  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D  , Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith.  M.D  . Secretary-Treasurer 
Mrs  Phyllis  G.  Hansen,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D W Edwards,  D.D  S.,  Secretary 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 


Nebraska  Dietetic  Association 

Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L Brown,  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L"  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road.  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

W.  Benton  Copple,  M.D.,  President 
6801  No.  72nd  St.,  Omaha  68122 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor  for  Neb. 

Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society*  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  W'ard,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society*  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “O"  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology*  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 
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SURE  CURE  FOR 
PAPERWORK  HEADACHES 


Sick  and  tired  of 
sorting  out  patient 
histories,  billing 
information,  collection 
data,  correspondence 
and  frequently 
prescribed 
medicines  and 
therapies  the  hard 
way?  Lanier  has  a 
cure  that  can  put 
an  end  to  your 
record  keeping 
problems.  It’s  called 
“Records  Keeping  Smart 
Disc”™  and  it  knocks 


just  about  all  the  time  and 
tedium  out  of  recording, 
organizing,  maintaining 
and  retrieving 
essential  information! 
Ask  Hugo  Heyn  Co., 
your  local  Lanier 
distributor,  for  a 
complete  diagnosis 
of  your  particular 
case.  It  won’t  cost 
a penny  and  it 
could  give  you  a 
whole  new,  dollar 
saving  lease  on  your 
record  processing  life. 


HUGO  HEYN  COMPANY 

Distributors 

LANIER  Business  Products 

4225  Cuming  Street 
Omaha,  NE  68131 
(402)  556-2700 
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Bergan  Mercy 
Medical  Building 


No  charge  patient  parking 
Covered  physician  parking 
Full-time  building  director 
Support  services 
MAT  service 


Custom  designed  for  your  needs 
Convenient  location 
Competitive  lease  rates 
• Liberal  office  improvement 
allowance 


professional 

environment 


Directly  connected  to  Bergan  Mercy  Hospital  and  Mercy  Care  Center 


Call  398-6749  for  leasing  information 

7710  Mercy  Road  Omaha,  Nebraska  68124 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


SHOULD  DOCTORS  CHOOSE 
THEIR  PATIENTS? 

Patients  choose  doctors  because  they  have 
heard  of  them,  or  because  they  know  them,  or 
they  may  live  near  them,  or  parking  space  may 
be  plentiful,  or  through  the  telephone  di- 
rectory. The  doctor  may  limit  his  patients  to 
the  ones  he  wants  to  see;  they  may  suffer  from 
diseases  he  can  treat,  they  may  be  pleasant 
and  intelligent,  they  may  pay  their  bills 
promptly,  and  they  may  be  friends  or  they  may 
not  be  friends;  but  he  cannot  control  his 
practice  as  easily  as  the  patient  can  select  the 
doctor.  Treating  someone  you  do  not  want  to 
treat  is  not  good  for  patient  or  doctor.  If  the 
patient  will  not  follow  advice,  the  physician  will 
not  willingly  continue  to  give  it. 

But  all  of  this  can  be  worked  out  rather 
simply,  if  the  system  were  changed.  We  might 
say,  let  us  divide  the  city  thus  and  so:  the 
doctors  in  group  A will  take  area  one,  and  so 
on.  And  we  will  subdivide  the  streets  and 
avenues  into  our  various  specialties.  The 
patient  is  then  told,  this  is  your  generalist  (if 
that  is  what  he  is  still  called,  they  change  the 
name  every  now  and  then),  this  is  your  bone 
and  joint  doctor,  and  you  will  see  this  one  for 
your  heart  and  that  one  for  your  stomach,  and 
here  are  your  skin  and  nerve  and  eye  and  ENT 
and  anesthesia  and  pathology  (I  hope  I’m  not 
forgetting  some)  and  kidney  and  cutting 
doctors. 

It’s  as  good  a system  as  the  one  we  have,  and 
it  would  come  about  through  thinking  and 
planning,  not  through  chance. 

It’s  worth  a try.  If  we  do  it,  not  the 
government. 

F.C. 

SILVER  THREADS 

Butter  turns  rancid. 

Meat  becomes  putrid. 

Milk  curdles. 

Roses  wither. 

Tribes  vanish. 

Wine  becomes  vinegar. 

Ice  cream  melts. 

Muscles  waste. 


Cheese  gets  moldy. 

Fish  spoil. 

Statues  decay. 

Cream  turns  sour. 

Eggs  rot. 

Buildings  crumble. 

Lamps  expire. 

I grow  crusty. 

Non  sum  qualis  eram. 

Resurgam. 

F.C. 

WHEN  THE  PATIENT  DIES 

A young  colleague  once  asked  me  if  he 
should  sent  a bill  when  his  patient  had  died.  I 
said  yes,  if  the  treatment  was  proper;  not 
charging  suggests  that  the  doctor  was  at  fault. 
There  is  the  desire  to  temper  the  wind  to  the 
shorn  lamb,  but  nobody  lives  forever,  and  we 
do  not  guarantee  success.  You  can  only  charge, 
or  send  a reduced  bill,  or  no  bill  at  all,  and  my 
advice  was  correct,  I still  think. 

A sympathy  note  can  accompany  the  bill,  or 
you  may  say  that  you  are  reducing  the  fee 
because  the  patient  died. 

An  old  doctor’s  advice  to  a physician  just  out 
of  school  was,  stay  away  from  funerals.  I think 
he  was  right.  The  only  funerals  I attend  are 
those  of  my  late  doctor-friends.  If  you  don’t  go 
to  your  friends’  funerals,  they  won’t  come  to 
yours. 

Never  go  to  a patient’s  funeral. 

F.C. 

WHEN  THE  PATIENT  IS 
YOUR  DOCTOR 

On  several  occasions,  I have  changed  places 
with  someone  who  treated  me.  One  was  a 
dentist,  and  the  others  were  a neurosurgeon 
(I’m  all  right),  a general  surgeon,  an  ophthal- 
mologist, and  a rheumatologist.  Sometimes  I 
was  the  patient  first,  and  sometimes  I was  the 
doctor’s  doctor. 

It  is  a strange  thing  when  someone  was  your 
adviser,  and  now  you  are  his.  Is  there  a reversal 
of  authority?  Someone  I treated  when  he  was 
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in  school  is  now  a specialist  in  a field  where  I 
wanted  consultation.  A surgeon  operated  on 
me  (it  was  nothing),  and  then  I put  him  to  sleep 
when  he  needed  surgery. 

Life  is  full  of  surprises.  What  I remember  is 
that  the  dentist  always  joked  when  he  had  me 
in  the  chair,  but  he  wasn’t  smiling  when  he  was 
my  patient. 

Moral.  Be  very  careful  when  you  treat 
someone  who  may  some  day  treat  you.  He  may 
want  to  even  the  score.  And  when  you  are 
about  to  take  care  of  somebody  who  once 
watched  over  you,  but  not  too  gently,  why 
there’s  your  chance. 

To  be  nice,  I mean. 

F.C. 

THE  PART  OF  YOU  THAT 
DOESN’T  EVER  SLEEP 

I’m  awake  and  I look  over  at  my  clock  that 
buzzes  and  unfortunately  lights  up,  and  it’s 
five  o’clock  and  I don’t  need  to  be  up  until 
5:15.  So  I lie  there  and  close  my  eyes  and  don’t 
care  about  oversleeping,  because  I know  I 
won’t.  And  anyway,  nine  times  out  of  ten,  I will 


wake  up  before  the  alarm.  Because  there’s  a 
part  of  my  brain  that  can  tell  time  and  that 
doesn’t  go  to  sleep  when  I do,  but  gets  me  up 
when  I want  to  get  up,  only  fifteen  minutes 
before. 

Breathing  and  heartbeating  and  digesting  go 
on  when  I sleep,  of  course,  so  parts  of  me  never 
sleep.  It  is  like  the  wheel  on  the  locomotive;  a 
little  piece  of  it  is  always  going  backward  and 
some  parts  of  me  that,  for  all  I know,  may  sleep 
when  I wake,  and  wake  up  when  I go  to  bed. 

And  then  there  is  dreaming.  Sometimes  I do 
and  sometimes  I don’t,  but  the  dreaming 
center  chooses,  I don’t.  If  it  wants  to  lull  me  to 
sleep  with  a dream,  and  I think  that’s  how  Dr. 
Freud  put  it,  it  does;  it’s  not  up  to  me. 

And  there  is  tossing  and  turning,  or  what  I 
call  wiggling  or  wriggling.  I may  decide  to  do  it 
and  I may  do  it  with  my  little  wiggling  center 
doing  the  deciding. 

So  parts  of  me  don’t  get  any  rest,  not  in 
slumber.  Life  goes  on,  day  and  night,  but  it’s 
not  easy. 

F.C. 
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ORIGINAL  ARTICLES^ 


Insulin  1981 


Which  one  for  my  patient? 

IF  today  a patient  presents  in 
coma  with  diabetic  ketoacidosis, 
which  insulin  should  I choose 
for  the  emergency  and  the  continuing  treat- 
ment? What  insulin  is  each  of  my  insulin 
dependent  patients  taking  and  is  it  the  best 
preparation  for  each  patient?  The  following 
will  show  that  recent  developments  in  the 
commercial  preparation  of  insulin  makes  this 
an  important  question.  It  is  no  longer  true  that 
“insulin  is  insulin.” 

Insulin  preparations  available  today  differ 
in: 

1.  Animal  species  of  origin. 

2.  Relative  purity. 

3.  Cost. 

Animal  species  of  origin: 

1.  Beef-pork 

Since  the  clinical  introduction  of  insulin  in 
1922,  commercial  insulin  preparations  have 
been  a variable  mixture  of  beef  and  pork.  Beef 
has  been  predominant  because  of  the  larger 
supply.  The  molecular  structure  of  beef 
insulin  differs  considerably  from  human  in- 
sulin and  is  highly  immunogenic.  Pork  insulin 
is  more  similar  to  human  and  is  weakly 
immunogenic.  If  the  supply  were  adequate 
only  pork  insulin  would  be  used  today. 

2.  Human  insulin 

This  is  the  ideal.  In  1980,  human  insulin 
(synthesized  by  recombinant  DNA  using  E. 
Coli)  was  tested  and  shown  to  be  effective  and 
without  untoward  effects.  This  is  an  estab- 
lished high  yield  process.  It  is  estimated  that 
human  insulin  may  be  commercially  available 
by  1982. 

Relative  purity: 

It  is  remarkable  that  insulin  can  be  extracted 
and  separated  from  other  pancreatic  proteins 
without  disruption  of  the  insulin  molecule. 
Historically,  insulin  preparations  have  con- 
tained variable  and  large  amounts  of  other 
proteins.  Within  the  last  10  years,  laboratory 
procedures  have  been  moved  to  the  produc- 
tion lines  resulting  in  increasingly  pure  insulin 
(Table  1).  Simultaneously,  the  sensitivity  of 


JOSEPH  C.  SHIPP,  M.D. 

Regent’s  Distinguished  Professor 
Nebraska  Medical  Center 
Internal  Medicine 

Diabetes-Endocrinology-Metabolism 


radioimmunoassay  techniques  has  provided 
the  ability  to  know  what  other  proteins  are 
present.  There  is  now  agreement  that  pro- 
insulin is  the  best  indicator  of  relative  purity. 
Table  1 shows  the  proinsulin  and  other 
pancreatic  islet  cell  proteins  present  in  the 
currently  available  preparations. 

Relative  cost: 

The  insulin  preparations  of  greatest  purity 
are  more  costly.  Those  of  highest  purity  (Lilly 
Iletin  II  and  NOVO  MC:pork  only)  are  about 
twice  the  cost  of  the  beef-pork  mixture  (Lilly 
Iletin  New  Improved  Single  Peak).  A consid- 
eration of  cost  must  consider  the  advantages  of 
the  purer  preparations  and  the  degree  to  which 
the  cost  of  insulin  affects  the  total  daily  cost 
for  an  individual  patient.  Needles  and  syringes 
and  urine  and  blood  testing  components  may 
cost  more  than  insulin  at  the  doses  usually 
used. 

Specific  indications  for  highest 
purity  insulin: 

There  is  emerging  agreement  that  the 
highest  purity  pork  only  insulin  should  be  used 
for  the  patient  with: 

1.  Insulin  allergy  (local  and  systemic). 

2.  Lipodystrophy:  Atrophy  or  hypertrophy 
(atrophy  is  reversed  in  over  90%  of  pa- 
tients). 

3.  Intermittent  need  for  insulin  (acute  illness, 
stress,  during  steroid  treatment,  surgery  or 
the  gestational  period).  This  prevents  the 
development  of  antibodies  to  the  highly 
immunogenic  beef  insulin.  Intermittent 
treatment  with  beef  insulin  is  known  to 
favor  the  production  of  insulin  resistance. 

4.  Immunologic  insulin  resistance. 

5.  Desensitization  to  pork  insulin. 
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Table  1 — Insulin  1981 


Source 

Relative  Purity  (ppm) 

Cost11 

PI 

G 

pp 

S 

VIP 

Novo  MC 

<1 

<1 

<.01 

<.01 

<.01 

$11.50 

Lilly 

Pre-1972 

55,000 

3,000 

10 

1 

— 

NA 

(5.5%) 

SP- 1972 

1,000 

60 

10 

1 

— 

$4.00 

Iletin1  ( B/P) 

50 

5 

5 

0.2 

— 

$5.00 

Iletin  11“  (Pork) 

10 

<i 

<1 

<.01 

— 

$9.00 

Squibb 

1,000 

— 

— 

— 

— 

$4.00 

1 = Improved 

SP  (Main  form  today) 

pi  = 

Proinsulin 

= Marker 

2 = Indicated:  Allergy  (Local,  systemic)  G = Glucagon 

Lipodystrophy  PP  = Pane.  Polypeptide 

3 = Approx,  cost  to  Pharmacy  S = Somatostatin 

VIP  = Vasoactive  Int.  Polypeptide 


The  newly  diagnosed  diabetic: 

There  is  not  a consensus  on  whether  the 
advantages  of  high  purity  pork  insulin  equate 
with  the  increased  cost.  Local  reactions  are 
reduced.  Furthermore,  beef  insulin,  antibodies 
to  beef  insulin,  and  some  of  the  other  islet  cell 
proteins  have  been  implicated,  though  not 
established,  as  causative  factors  of  diabetic 
complication.  Therefore,  it  is  my  recommenda- 
tion that  all  newly  diagnosed  diabetics  use  the 
highest  purity  pork  only  preparation  since: 

1.  Highest  purity  of  a daily  injected  foreign 
protein  is  theoretically  desirable. 

2.  Local  reactions  and  allergy  (local  and 
systemic)  will  be  virtually  eliminated.  Of 
moderate  degree,  these  complications  occur 
in  over  half  of  patients  treated  with  insulin. 

3.  Optimal  regulation  may  be  more  readily 
achieved  (less  problem  with  insulin  binding 
by  antibodies  to  beef  insulin) 

4.  Human  insulin  will  be  available  in  the  near 
future. 

The  patient  who  has  taken 
insulin  for  years: 

First,  find  out  what  preparation  he  is  taking. 
It  is  probable  that  he  is  taking  a newer  form 
(Lilly  Iletin  Beef-Pork  with  50  ppm  of  pro- 
insulin: See  Table  1).  Check  carefully  for  local 
reactions,  allergy  and  lipodystrophy;  if  these 
are  present,  consider  a change  to  high  purity 
pork  only.  If  these  are  absent  it  seems 
reasonable,  based  on  present  evidence,  to 
continue  the  highest  purity  beef-pork  mixture 


until  human  insulin  becomes  available  probab- 
ly within  2 to  3 years. 

Preparations  available: 

The  high  purity  forms  are  available  in  quick 
acting  (regular  or  crystalline)  and  slower  or 
intermediate  (NPH,  Lente,  Semilente,  Ultra- 
lente)  forms.  Each  is  prepared  as  U100. 

Will  dosage  change  with  high 
purity  pork  insulin? 

In  most  patients,  who  are  usually  sub- 
optimally  controlled,  little  change  will  be 
evident.  For  the  optimally  controlled  patient  a 
total  reduction  of  10  to  20%  may  be  required. 
If  the  preparation  is  changed  it  provides  an 
excellent  opportunity  for  the  physician  and  the 
patient  to  adjust  the  dosage  — whether  one  or 
two  daily  injections  — to  that  which  is 
optimal. 

What  is  optimal  dosage? 

This  requires  an  objective  assessment  based 
on  multiple  blood  sugar  tests,  glycohemo- 
globin,  cholesterol,  and  triglycerides.  The 
therapeutic  aim  for  any  patient  should  be 
normal  glucose  and  lipid  metabolism;  this  can 
be  achieved  in  most  patients  who  are  com- 
mitted to  the  best  possible  regulation.  In 
virtually  all,  this  requires  an  appropriate  diet 
with  between  meal  snacks  and  two  injections 
daily  using  a mixture  of  quick  acting  and 
intermediate  insulin.  The  crucial  question  is 
has  the  best  possible  regulation  been  achieved. 
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Does  requirement  change? 

Yes.  Following  the  acute  onset  of  diabetes 
there  is  often  a remission  of  weeks  to  months. 
Even  in  the  well-established  diabetic  state 
(with  no  endogenous  insulin  secretion  as 
reflected  by  C-peptide  testing)  the  insulin 
requirement  changes  as  influenced  by  diet, 
exercise,  injection  technique,  development  of 


antibodies,  other  disease  (thyroid,  for  ex- 
ample), drugs  (steroids,  for  example),  or 
diabetic  complications  (renal  failure,  which 
causes  a reduction  in  requirement). 

On  periodic  assessment,  the  question  is 
whether  the  insulin  dosage  is  enough  or  too 
much.  It  is  rarely  just  enough. 


Autism  in  Nebraska: 
Identification  and  Treatment 


INFANTILE  autism  is  an  in- 
capacitating lifelong  disability 
that  occurs  in  approximately 
4.5  out  of  10,000  births.  Autism  occurs  4 times 
as  often  in  boys  as  it  does  in  girls.  It  has  been 
found  throughout  the  world  in  families  of  all 
racial,  economic,  and  social  backgrounds.  The 
syndrome  includes  1)  social  aloofness;  ab- 
normal ways  of  relating  to  people,  objects,  and 
events;  2)  speech  and  language  delays,  with 
expressive  language  more  severely  affected 
than  receptive;  3)  resistance  to  change,  with 
abnormal  responses  to  sensations  in  anyone  or 
a combination  of  sight,  hearing,  touch,  pain, 
balance,  smell,  and  taste.  Body  tone  and 
postures  also  are  subtly  affected.  Symptoms 
may  include  gaze  aversion,  bizarre  and  ri- 
tualistic behaviors,  and  a preoccupation  with 
objects  and  motions;  4)  atypical  rates  of 
appearance  of  physical,  social,  and  language 
skills.  Some  children  demonstrate  areas  of 
outstanding  ability.  Only  20%,  however,  score 
above  70  on  I.Q.  tests.  Many  autistic  children 
appear  physically  normal.1 

Early  diagnosis  is  essential  for  effective 
management  and  habilitation.  Since  the  condi- 
tion is  not  curable,  families  look  to  the 
physician  for  periodic  reevaluations  and  on- 
going support.  More  resources  in  Nebraska 
have  recently  become  available.  Although  the 
condition  is  rare,  its  effects  are  profound  and 
therefore  present  the  physician  with  a man- 
agement problem. 

Diagnosis 

The  syndrome  of  autism  probably  repre- 
sents a variety  of  physiologic  disturbances 


PAUL  FINE,  M.D. 

Creighton  University 

Child  and  Family  Psychiatry  Service 

JOHN  J.  McGEE,  Ph.D. 

Meyer  Children's  Rehabilitation  Institute 
University  of  Nebraska  Medical  Center 

STEVE  PADEN,  M.D. 

Resident  in  Psychiatry 
Creighton  University 


but  similar  clinical  manifestations.  Many 
cases  give  a history  of  obstetrical  complica- 
tions with  mild  cerebral  palsy.  For  others 
dysfunctions  correlate  with  epilepsy,  meningi- 
tis, encephalitis,  toxoplasmosis,  neurolues, 
lead  encephalopathy,  Hurler’s  disease,  phenyl- 
ketonuria, and  trisomy  21.  For  as  many  as  20% 
there  is  a history  of  rubella. 

Childhood  schizophrenia  usually  occurs 
later  in  childhood  than  autism.  It  correlates 
with  family  histories  of  general  schizophrenia, 
is  characterized  by  bizarre  disordered  play, 
and  probably  involves  neurohumoral  deficits. 
Autism  more  closely  resembles  a pervasive 
language  disability. 

The  Nebraska  Chapter  of  the  National 
Society  for  Austistic  Children  (NSAC)  sug- 
gests a 14  item  checklist  to  screen  for  autism. 
A child  who  exhibits  7 or  more  traits  from  the 
list  should  be  considered  for  a diagnosis  of 
autism.  The  items  are  1)  difficulty  in  mixing 
with  other  children;  2)  acts  as  if  deaf;  3)  resists 
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learning;  4)  no  fear  of  real  dangers;  5)  resists 
change  in  routine;  6)  indicates  needs  by 
gesture;  8)  not  cuddly;  9)  marked  physical 
overactivity;  10)  no  eye  contact;  11)  inap- 
propriate attachment  to  objects;  12)  spins 
objects;  13)  sustained  odd  play;  and  14) 
standoffish  manner.  Children  thus  identified 
require  a thorough  interdisciplinary  evaluation 
including  child  psychiatry,  neurology,  pediatric 
specialties,  and  special  education. 

The  differential  diagnosis  for  autism  in- 
cludes deafness,  aphasia,  generalized  mental 
retardation,  temporal  lobe  epilepsy,  over- 
whelming anxiety  reactions,  childhood  schizo- 
phrenia and  other  forms  of  early  childhood 
psychosis.  Some  children  with  any  of  these 
disorders  may  require  management  similar  to 
that  required  by  autistic  children.  For  pur- 
poses of  planning  treatment,  a prevalence  rate 
of  up  to  20  to  10,000  children,  therefore, 
should  be  considered.  The  complexity  of  the 
diagnostic  process  for  these  conditions  sug- 
gests the  following  strategy:  build  a good 
rapport  with  the  family;  utilize  interdisciplin- 
ary referral  centers;  and  then  structure  nor- 
malized treatment  close  to  home.  Intellectual, 
cognitive,  psychological,  and  psychosocial  data 
are  necessary  for  appropriate  treatment. 

Etiology 

Autism  has  no  clearly  defined  etiology.  A 
clearer  understanding  of  its  causes  and  effects 
awaits  breakthroughs  in  research.  Current 
basic  research  concerning  the  autistic  syn- 
drome has  focused  on  1)  vestibular  system 
immaturities  such  as  a decreased  duration  of 
postrotary  nystagmus,  2)  maturational  ab- 
normalities in  REM  sleep,  3)  maturational 
delays  in  auditory  evoked  response  on  the 
EEG,  4)  immunologic  abnormalities  and  hema- 
tologic findings  such  as  increased  protoplas- 
mocytes,  5)  elevated  blood  platelets  serontin, 
6)  abnormal  triptophane  metabolism,  and  7) 
abnormal  left-right  morphologic  asymetries  of 
the  parietal  occipital  region  of  the  brain,  near 
the  language  zone,  as  indicated  by  computer- 
ized tomography.5 

Treatment 

Most  authorities  recommend  treatment  at 
home  with  special  education  programs  which 
provide  individualized,  intensive  behavioral 
management.3  Such  programs  also  utilize  sign 
language,  multisensory  input  and  simultaneous 


communication  systems.  Small  classes  are 
recommended.  Parents  benefit  from  support, 
specific  advice  and  training,  and  rapid  referral 
to  appropriate  resources.  If  placement  outside 
of  the  family  becomes  necessary,  small 
community-based,  normalized  settings  are 
recommended. 

Psychotropic  medications  have  a place  in 
managing  specific  symptoms  of  hyperactivity, 
aggressiveness,  emotional  stability,  and  sleep 
disorders.  Side  effects,  however,  can  reduce 
the  patient’s  participation  in  educational  and 
behavioral  programs.  Special  diets  and  high 
doses  of  piridoxin  (vitamin  B6)  have  been 
reported  as  helpful  but  have  not  yet  been 
scientifically  validated. 

Prognosis 

A review  of  21  followup  studies  up  to  1978 
covered  data  on  1,000  individuals.  Between  5 
and  17%  of  these  cases  were  reported  to  have 
achieved  a near  normal  social  life.  60  to  74% 
were  reported  to  have  a poor  outcome, 
however,  and  were  not  able  to  live  inde- 
pendently. 

Good  prognostic  indicators  were  thought  to 
be  communicable  speech,  high  I.Q.  perform- 
ance, and  absence  of  severe  brain  damage,  and 
adequate  school  performance.  The  prognosis 
appears  to  be  increased  by  concrete  educative 
experiences  and  a minimum  of  social  disrup- 
tion.4 

Autistic  individuals  live  a normal  life  span 
and  usually  do  not  appear  schizophrenic  as 
adults.  Severe  cases,  nevertheless,  may  in- 
clude self-injurious,  repetitive,  highly  unusual, 
and  aggressive  behaviors.  Adolescents  have 
adjustment  problems.  Research  findings 
negate  the  hypothesis  that  parental  pathology 
is  causal  for  autistic  development.  Families 
with  autistic  children  are  under  stress  and 
have  expectable  problems  coping  with  this 
condition.  Good  management  reduces  mor- 
bidity. 

Resources 

In  the  past  there  were  few  services  for 
autistic  children.  It  is  estimated  that  up  until 
recently  95%  of  the  autistic  population  was 
eventually  placed  in  institutional  settings. 
Today,  in  most  cases,  this  is  no  longer 
necessary,  nor  recommended.  Programs  for 
autistic  children  are  becoming  more  avialable 
across  the  state. 
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In  1977  Creighton  University  and  the 
National  Society  for  Autistic  Children  spon- 
sored a Nebraska  chapter  of  that  organization. 
The  chapter  has  become  an  effective  resource 
to  parents  and  professionals  who  seek  educa- 
tion and  peer  support,  and  to  stimulate 
research  or  legislation.  Nebraska  law  now 
defines  autism  as  a developmental  disability, 
with  parents  entitled  to  appropriate  educa- 
tional services  starting  from  the  time  that  their 
child  is  identified  as  autistic. 

An  office  for  the  development  of  services  in 
Nebraska  has  been  established  at  the  Meyer 
Children’s  Rehabilitation  Institute.  Services 
will  include:  1)  regional  diagnostic  resources; 

2)  model  classrooms  in  local  school  districts, 

3)  prevocational  programs,  4)  small,  com- 
munity-based group  homes,  and  5)  support  to 
families. 

Interdisciplinary  consultations  are  available 
at  facilities  such  as  The  Meyer  Childrens 
Rehabilitation  Institute  and  Nebraska  Psy- 
chiatric Institute  at  the  University  of  Nebraska 
Medical  Center,  the  Boys  Town  Institute, 
Child  and  Family  Psychiatry  Services  at 
Creighton  University,  and  the  Barkley  Center 
for  Hearing  and  Speech  at  the  University  of 
Nebraska  at  Lincoln.  An  intensive  model 
educational  program  has  been  established  at 
the  Millard,  Nebraska  school  district.  Teach- 
ers have  come  there  to  duplicate  programs  in 


communities  such  as  Laurel,  Grand  Island, 
Omaha,  Ralston,  and  Hastings  and  other 
locations  throughout  the  State.  A behaviorally 
oriented  prevocational  program  at  Meyer 
Children’s  Rehabilitation  Institute  now  serves 
as  a model  to  prepare  autistic  adolescents  for  a 
place  in  society.  Group  homes  capable  of 
serving  autistic  persons  are  now  available  in 
South  Sioux  City,  Omaha,  and  Fairbury.  In 
addition,  a model  group  home  for  autistic 
adolescents  is  planned  for  Omaha,  and  the 
Nebraska  Chapter  of  the  Society  for  Autistic 
Citizens  maintains  a Pilot  Parent  program  for 
newly  identified  cases.5 

Only  60  autistic  children  have  now  been 
identified  in  Nebraska.  This  is  only  a small 
portion  of  at  least  700  cases  expected  from 
worldwide  prevalence  figures. 
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Difference  in  the  Rate  of  Ampicillin- 
Resistant  Haemophilus  Influenzae 
in  Rural  and  Urban  Nebraska 


~M~  ~W~AEMOPHIL  US  influenzae,  type 
B,  is  a common  cause  of  sys- 
J-  J-  temic  infections  in  infancy  and 
childhood,  usually  manifested  in  the  form  of 
meningitis,  bacteremia,  facial  or  periorbital 
cellulitis,  septic  arthritis,  or  epiglottitis.  Since 
1974,  strains  of  Haemophilus  influenzae  have 
been  isolated  that  were  resistant  to  ampieillin. 
This  phenomena  has  extended  throughout  the 
United  States,  and  has  varied  in  frequency  in 
different  geographic  locations.  Hospitals  in 
Omaha,  Nebraska  have  maintained  surveil- 
lance on  the  prevalence  of  ampicillin-resistant 
Haemophilus  influenzael  We  recently  eval- 
uated ampieillin  susceptibility  of  Haemophilus 
influenzae  in  outstate  Nebraska  and  found  that 
the  rate  of  resistance  was  considerably  higher 
than  in  Omaha. 


Materials  and  methods 

We  reviewed  all  cases  of  systemic  Haemo- 
philus influenzae  infection  from  1974  through 
1979,  at  the  Good  Samaritan  Hospital  in 
Kearney,  Nebraska,  the  Great  Plains  Medical 
Center  in  North  Platte,  Nebraska,  the  Luth- 
eran Memorial  Hospital  in  Grand  Island, 
Nebraska,  the  St.  Francis  Hospital  in  Grand 
Island,  Nebraska,  the  Mary  Lanning  Hospital 
in  Hastings,  Nebraska  and  the  Western  Ne- 
braska General  Hospital  in  Scottsbluff, 
Nebraska;  these  hospitals  deliver  the  major 
portion  of  pediatric  care  in  outstate  Nebraska. 
Charts  were  retrieved  at  each  hospital  for 
patients  0-10  years  of  age  with  a diagnosis  of 
meningitis,  bacteremia,  septic  arthritis, 
pneumonia,  facial  cellulitis  or  epiglottitis  and 
were  audited  if  they  had  blood,  spinal  fluid  or 
aspirate  cultures  positive  for  Haemophilus 
influenzae.  The  Director  of  Medical  Records 
and  the  Director  of  Pediatrics  in  the  respective 
hospitals  reviewed  the  chart,  the  organism’s 
susceptibility  to  ampieillin  and  the  antibiotic 
testing  methods  used.  Since  resistance  to 
ampieillin  determined  by  the  Kirby-Bauer  disc 
method  is  frequently  inaccurate  with  Haemo- 
philus influenzae,  only  strains  tested  by  the 
reliable  beta-lactamase  assay  were  considered. 
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A positive  beta-lactamase  test  indicates  re- 
sistance to  ampieillin  while  a negative  test 
means  sensitivity  to  ampieillin.  This  technique 
was  introduced  in  the  outstate  hospitals  in 
1976  and  therefore  the  four  year  period  of 
1976-1979  forms  the  basis  of  this  report. 

Results 

Between  1976  and  1979,  20  (42%)  of  47  of 
the  outstate  strains  were  tested  by  the  beta- 
lactamase  technique  and,  as  shown  in  Table  I, 
40%  were  resistant  to  ampieillin.  This  rate  was 
significantly  higher  than  the  proportion  of  6% 
in  Omaha.  In  both  rural  and  urban  Nebraska, 
the  rate  of  resistance  did  not  increase  during 
these  four  years. 


TABLE  I 


Outstate 


Omaha 


1976 

Resistant 

1 

Total 

2 

Resistant 

1 

Total 

45 

1977 

2 

4 

3 

40 

1978 

0 

4 

3 

41 

1979 

5 

10 

4 

46 

(40%)*  8 

20 

(6%)*  11 

172 

* p 0.01 


Discussion 

Inappropriate  antibiotic  therapy  of  serious 
Haemophilus  influenzae  infection  has  serious 
consequences.  Therefore,  in  both  rural  and 
urban  Nebraska,  areas  with  high  and  low  rates 
of  ampieillin  resistance,  initial  therapy  of 
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suspected  or  proven  serious  Haemophilus 
influenzae  infection  must  include  chloram- 
phenicol 100  mg/kg/day  IV  in  four  divided 
doses.  If  Haemophilus  influenzae  is  isolated  in 
a culture,  ampicillin  susceptibility  should  be 
determined  by  beta-lactamase  testing.  This 
simple,  rapid  and  accurate  method  should  be 
readily  available  in  all  hospitals  caring  for 
pediatric  patients.  If  the  organism  is  resistant 
to  ampicillin,  therapy  should  be  continued  with 
chloramphenicol  and  if  it  is  sensitive,  either 
ampicillin  or  chloramphenicol  can  be  used. 
The  reason  that  rural  Nebraska  has  a higher 
rate  of  ampicillin-resistant  Haemophilus  in- 
fluenzae than  urban  Nebraska  is  unknown. 


Conclusion 

Based  on  a medical  audit  of  systemic 
Haemophilus  influenzae  infection  in  six  hos- 
pitals in  “outstate”  Nebraska,  we  found  a 
higher  rate  of  ampicillin  resistance  than  had 
been  determined  in  Omaha  by  ongoing  sur- 
veillance. Initial  therapy  with  chloramphenicol 
and  beta-lactamase  testing  of  Haemophilus 
influenzae  isolates  are  recommended. 

We  wish  to  thank  Joan  Lindenstein,  R.R.A. 
and  the  Medical  Records  Department  and 
their  Physicians  for  assisting  us  in  our  audit 
and  subsequent  publication. 

References  available  on  request. 


Toxic  Shock  Syndrome 
Occurring  During  Menstruation 


THE  toxic  shock  syndrome  refers 
to  a rare,  severe,  acute  illness 
first  reported  in  children  char- 
acterized by  fever,  generalized  erythroderma, 
vomiting  and  severe  diarrhea,  hypotension, 
renal  failure,  liver  injury,  and  sometimes 
central  nervous  system  manifestations.  It  has 
been  associated  with  the  presence  of  toxin 
producing  strains  of  phage-group  I Staphylo- 
coccus aureus.1 

Since  January  of  1980,  299  cases  of  TSS 
have  been  reported;  285  (95%)  of  these  cases 
have  been  in  women;  there  have  been  25 
(8.4%)  deaths.2  Approximately  95%  of  all 
reported  cases  of  TSS  in  women  have  occurred 
during  a menstrual  period.  In  all  cases 
tampons  were  being  used  by  these  women. 

Staphylococcus  aureus  was  isolated  from 
the  vaginas  of  98%  of  the  TSS  patients  in  a 
study  conducted  by  Center  for  Disease  Con- 
trol. In  male  cases  and  in  female  cases  not 
associated  with  menstruation,  S.  aureus  has 
been  isolated  from  focal  lesions  of  the  skin, 
bone  and  lung.  To  date  all  isolates  of  S.  aureus 
from  TSS  patients  that  have  examined  in  CDC 
Laboratories  have  been  penicillin  resistant. 
The  organism  has  not  been  recovered  from 
unused  tampons  including  those  from  tampon 
boxes  used  by  TSS  patients. 
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Studies  to  date  suggest  that  the  tampons 
play  a contributing  role,  perhaps  by  carrying 
the  organism  from  the  fingers  or  the  introitus 
into  the  vagina  in  the  process  of  insertion,  by 
providing  a favorable  environment  for  growth 
of  the  organism  or  elaboration  of  toxin 
regardless  of  the  manner  in  which  the  organism 
is  introduced,  or  by  traumatizing  the  vaginal 
mucosa  and  thus  facilitating  local  infection 
with  S.  aureus,  or  absorption  of  toxin  from  the 
vagina. 

The  Center  for  Disease  Control  requires  all 
five  of  the  following  criteria  for  case  definition: 
(1)  fever  equal  to  or  greater  than  102  degrees 
Fahrenheit,  (2)  erythematous  macular  rash 
with  subsequent  desquamation,  (3)  systolic 
blood  pressure  equal  to  or  less  than  90  mm. 
Hg.  for  an  adult,  (4)  involvement  of  at  least 
four  organ  systems,  and  (5)  reasonable  evi- 
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dence  for  absence  of  meningococcemia,  Rocky 
Mountain  Spotted  Fever,  or  bacteremia.3 

Case  Report: 

The  patient  was  a 24  year  old,  gravida  I, 
white  woman  eight  weeks  postpartum  who 
became  ill  September  7,  1979.  On  the  day 
prior  to  admission  to  the  hospital  she  awoke  in 
the  morning  aching  all  over  and  feeling 
extremely  tired  and  weak.  Later  in  the  day  she 
developed  chills  and  fever  that  lasted  through 
the  following  night.  From  about  ten  in  the 
evening  until  two  in  the  morning  she  had 
severe  nausea  and  vomiting.  In  addition  to  this, 
she  developed  severe  diarrhea  having  twenty 
to  thirty  liquid  bowel  movements.  She  devel- 
oped a fever  that  persisted  throughout  the 
following  day,  and  it  was  accompanied  by 
generalized  aching  and  headache.  At  this  point 
she  was  brought  to  the  hospital.  On  admission 
her  blood  pressure  was  70/40,  her  pulse  140, 
and  she  was  extremely  weak  and  shocky.  She 
had  a syncopal  attack  while  being  transferred 
from  the  Emergency  Room  to  the  Intensive 
Care  Unit.  Her  conjunctivae  were  reddened, 
the  pharynx  mildly  reddened.  There  was  slight 
enlargement  of  the  cervical  glands.  The  heart 
rate  was  rapid.  The  skin  showed  a diffuse 
redness  which  blanched  on  pressure.  The 
patient  was  finishing  a menstrual  period.  She 
had  worn  Rely  tampons  during  her  menses.  In 
the  Intensive  Care  Unit  her  fever  continued, 
and  she  was  found  to  be  extremely  dehydrated 
and  had  some  edema  of  her  feet.  The 
erythematous  rash  extended  over  the  abdo- 
men, legs  and  arms. 

Cultures  were  taken  from  the  throat,  blood 
and  stool  but  not  the  vagina.  The  stool  was 
examined  for  ova  and  parasites,  and  also  gram 
stained.  Electrocardiogram  revealed  sinus 
tachycardia.  Chest  x-ray  showed  the  heart  to 
be  normal  in  size  and  the  lung  fields  to  be 
clear.  No  ova  or  parasites  were  found  in  the 
stool.  Blood  cultures  were  negative.  Throat 
culture  revealed  normal  flora.  Stool  smear 
revealed  gram  positive  cocci  in  chains,  gram 
negative  bacilli,  and  many  gram  positive 
bacilli.  The  stool  culture  revealed  normal  flora. 
The  sed  rate  was  elevated.  There  was  a mild 
left  shift  with  slight  toxic  granulation.  Blood 
chemistry  abnormalities  revealed  mildly  ele- 
vated BUN  and  creatinine,  LDH,  and  total  and 
direct  bilirubin.  The  urine  was  transiently 
positive  for  bile. 


Her  fluids  were  replaced  rapidly.  Ampicillin 
was  given  intravenously  every  6 hours.  She 
remained  febrile  for  several  days,  but  with 
supportive  treatment  she  gradually  improved. 
The  general  impression  was  that  she  was 
recovering  from  viral  gastroenteritis. 

Follow  up  of  the  patient  revealed  that  during 
her  next  menstrual  period  she  became  ill  again, 
but  after  prompt  removal  of  the  tampon,  the 
illness  subsided.  She  had  noted  desquamation 
of  the  skin  around  the  fingers  following  her 
initial  illness. 

Discussion: 

In  this  retrospective  study  it  seems  logical 
that  this  patient  was  not  afflicted  by  a viral 
gastroenteritis  but  much  more  likely  was  the 
victim  of  the  Toxic  Shock  Syndrome  in 
association  with  tampon  usage.  CDC  has 
several  recommendations  to  prevent  or  mini- 
mize the  development  of  TSS.  They  suggest 
that  a woman  can  almost  entirely  eliminate  the 
risk  of  TSS  by  not  using  tampons.  Women  who 
choose  to  use  tampons  can  reduce  their  risk  by 
using  them  intermittently  during  each  men- 
strual period.  If  a woman  chooses  to  use 
tampons,  and  develops  a high  fever,  vomiting, 
or  diarrhea  during  her  menstrual  period  she 
should  discontinue  tampon  use  and  consult  a 
physician  immediately.  Women  who  have  had 
TSS  are  at  considerable  risk  of  developing 
recurrences  and  should  not  use  tampons  for 
several  menstrual  cycles  after  their  illness, 
unless  eradication  of  S.  aureus  and  vaginal 
flora  can  be  documented.  Proper  management 
of  women  suspected  of  having  TSS  includes  a 
careful  vaginal  examination  with  removal  of 
any  retained  tampons,  inclusion  of  cervical  and 
vaginal  cultures  for  S.  aureus  among  other 
cultures  performed  and  aggressive  fluid  re- 
placement. The  physician  should  probably  use 
beta-lactamase-  resistant  antistaphylococcal 
antibiotics  after  appropriate  cultures  have 
been  obtained. 
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WIC  — Agent  For  Improved  Health 


THE  purpose  of  the  Special  Sup- 
plemental Food  Program  for 
Women,  Infants,  and  Children 
— WIC  — is  to  provide  nutritious  foods  for 
(1)  infants,  (2)  children,  1 to  5 years  of  age, 
(3)  pregnant  women,  and  (4)  postpartum 
women  for  one  year  if  breast-feeding  and  six 
months  if  bottle-feeding.  In  order  to  receive 
WIC  foods,  an  applicant  must  live  within  a 
specified  geographic  area  (Douglas  County), 
have  an  income  below  a designated  level  (see 
Table  1),  be  at  nutritional  risk  due  to 
inadequate  diet  or  medical  risk  as  specified  by 
the  federal  regulations. 

The  foods  provided  by  the  WIC  program  are 
those  that  supply  nutrients  which  are  frequent- 
ly low  in  the  participants’  diets,  such  as: 
protein,  iron,  calcium,  vitamins  A,  C,  and  D. 
The  actual  foods  offered  for  infants  are  iron- 
fortified  formula  or  a specified  alternative, 
iron-fortified  infant  cereal,  and  fruit  juice 
fortified  with  vitamin  C.  The  foods  provided 
for  women  and  children  are  milk,  cheese,  eggs, 
fruit  juice  fortified  with  vitamin  C and  cereals 
fortified  with  iron. 

The  overall  objectives  of  the  WIC  Program 
are  as  follows: 

1)  Supply  specified  foods  to  supplement  the 
existing  diet. 
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2)  Provide  nutrition  education  to  help  correct 
and  prevent  nutrition  related  health  prob- 
lems. 

3)  Referral  of  participants  to  other  pertinent 
health  professionals  and  agencies. 

We  have  been  certifying  participants  for 
nine  months,  from  May,  1979  through  the 
present.  To  date,  there  is  a total  of  1,865 
participants,  of  which  320  are  women,  499 
infants,  and  1,046  are  children.  Of  the  320 
women  participants,  170  are  pregnant,  21 
breast-feeding,  and  129  are  postpartum 
women  who  are  bottle-feeding  their  infants. 

According  to  the  federal  regulations 
governing  the  operation  of  the  WIC  Program, 
participants  are  prioritized  according  to  their 
nutritional  and  medical  risk.  This  is  to  insure 


TABLE  I 


Secretary’s  Income  Poverty  Guidelines 
July  1,  1979  to  June  30,  1 980 


Family 

Size 

195% 

of  the  Secretary  ’s 
Income  Poverty 
Guidelines 

Monthly 

Income 

Biweekly- 

Income 

Weekly 

Income 

i 

$7,160 

$597 

$275 

$138 

2 

$9,420 

$785 

$362 

$181 

3 

$11,680 

$973 

$449 

$225 

4 

$13,940 

$1,162 

$536 

$268 

5 

$16,200 

$1,350 

$623 

$312 

6 

$18,470 

$1,539 

$710 

$355 

7 

$20,730 

$1,728 

$797 

$389 

8 

$22,990 

$1,916 

$884 

$442 

9 

$25,250 

$2,104 

$971 

$486 

10 

$27,510 

$2,293 

$1,058 

$529 

11 

$29,770 

$2,481 

$1,145 

$572 

12 

$32,030 

$2,669 

$1,232 

$616 

Each 

additional 

$2,260 

$188 

$87 

$43 

family 

member 
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that  if  there  is  a reduction  in  funding  those 
patients  at  greatest  risk  will  receive  program 
benefits.  At  present  we  are  only  certifying  new 
participants  within  priorities  one  through  three 
as  defined  in  Table  2.  Patients  placed  within 
priorities  one  through  three  are  considered  at 
greatest  risk  due  to  abnormal  patterns  of 
growth,  hematological  values,  or  medical 
conditions.  Patients  placed  within  priorities 
four  through  six  are  clients  who  would  be 
primarily  certified  on  the  basis  of  an  in- 
adequate dietary  intake.  Due  to  our  reduction 
in  funding,  applicants  within  priorities  four 
through  six  are  placed  on  a waiting  list, 

WIC  participants  are  seen  three  times  each 
six  month  period  by  the  nutritionist.  The  first 
visit  is  to  ascertain  eligibility  and  to  provide 
nutrition  information.  The  second  visit  is  a 


follow  up  on  the  information  provided  during 
the  initial  certification.  The  third  visit  is  to 
decide  whether  the  participant  needs  to 
continue  on  the  WIC  program,  and  if  so, 
recertified.  Participants  are  required  to  re- 
apply every  six  months.  During  this  third  visit, 
a thorough  reassessment  is  completed,  and  any 
nutritionally  related  health  problems  are  dis- 
cussed with  the  participants. 

There  are  1,865  nutrition  visits  with  clients 
for  initial  certification.  There  have  been  1,193 
secondary  visits  provided  and  approximately 
half  of  the  clients  have  been  participating  long 
enough  to  be  recertified. 

Hematological  and  anthropometric 
results  after  recertification. 

According  to  the  WIC  federal  regulations,  a 
child  with  a hematocrit  below  34  is  considered 


TABLE  II 


Definition  of  Priorities 

Priority  I:  Pregnant,  breast- 
feeding women,  and  infants  at 
nutrition  risk  because  of 
hematological  or  anthropometric 
measurements  or  other 
nutritionally  related  medical 
conditions. 

Priority  II:  Except  for  infants 
who  qualify  for  priority  I, 
infants  up  to  six  months  of 
age,  whose  mothers  participated 
during  pregnancy. 

Priority  III:  Children  at 
nutritional  risk  as  documented 
by  hematological  or  anthropometric 
measurements  or  other  nutritionally 
related  medical  conditions. 

Priority  IV:  Pregnant  women, 
breast-feeding  women  and  infants 
at  nutritional  risk  due  to 
inadequate  dietary  intake. 


Priority  V:  Children  who  are  at 
nutritional  risk  due  to  inadequate 
dietary  intake. 

Priority  VI:  Postpartum  women  at 
nutritional  risk  because  of 
hematological,  anthropometric, 
or  nutritionally  related  medical 
conditions. 


Category’  and  Number 

of  Participants 

Pregnant 

153 

Women 

Breast-feeding 

13 

Women 

Infants 

270 

Infants 

114 

Children  625 


Pregnant  17 

Women 

Breast-feeding  8 

Women 

Infants  115 

Children  421 

Women  129 


134 
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anemic.  Of  the  1,046  children  participating  in 
the  WIC  program,  173  (14%)  were  found  to 
have  hematocrits  below  34,  at  initial  certifica- 
tion. Of  these  173  children,  131  have  partici- 
pated for  a sufficient  period  of  time  to  be 
recertified.  Therefore,  a comparison  can  be 
made  between  the  hematocrit  completed  upon 
entering  the  program  and  the  one  completed 
six  months  later  at  recertification.  Of  these  131 
children  who  entered  the  program  with  hema- 
tocrits below  34,  76  (58%)  had  hematocrits 
at  34  or  above  at  recertification. 

The  weight  of  a child  is  an  additional 
measure  taken  at  certification.  A child  is 
defined  as  underweight  and  at  risk  by  the 
federal  regulations,  if  their  weight  is  below  the 
tenth  percentile  for  age.  Of  the  1,046  children 
between  the  ages  of  one  and  five,  104  (10%) 
had  weights  below  the  tenth  percentile,  when 
they  entered  the  program.  Fifty-four  of  these 


104  children  have  participated  in  WIC  a 
sufficient  length  of  time  to  be  recertified.  In 
comparing  the  weight  upon  entry  to  the 
program  with  that  at  recertification,  all  of  the 
children  except  three  had  gained  weight. 

A child  can  be  certified  for  WIC  on  the  basis 
of  obesity  alone.  Of  the  1,046  children  on  the 
program,  78  (7%)  have  weights  above  the  90th 
percentile.  We  encourage  mothers  to  maintain 
or  slow  the  weight  gain  of  these  obese  children. 
Of  the  78  (7%)  children  above  the  90th 
percentile  for  weight,  46  have  been  partici- 
pants for  a sufficient  period  of  time  to  have 
been  recertified.  Four  children  lost  weight  and 
22  children  maintained  the  same  percentile. 

The  WIC  Program  has  demonstrated  its 
usefulness  to  improve  nutrition  in  infants  at 
risk.  Nutritional  services  are  an  integral  part  of 
the  program  and  are  necessary  for  the  educa- 
tion of  the  mother. 


Down  Memory  Lane 


1.  For  many  years  the  doctor  has  been 
forced  to  assume  the  role  of  a more  or  less 
perpetual  Santa  Claus  in  every  community. 

2.  Dislocations  of  the  shoulder  constitute 
approximately  55%  of  all  dislocations. 

3.  Probably  the  greatest  cause  of  death  in 
uncomplicated  operations  is  so-called  post- 
operative pneumonia. 

4.  A careful  analysis  of  our  vital  statistics 
reveals  that  the  lessening  of  the  general 
mortality  rate  is  largely  due  to  the  lessening  of 
the  number  of  deaths  among  infants. 

5.  The  dangers  from  too  little  insulin  are 
much  greater  than  from  too  much. 

6.  Occasional  squint  may  be  dismissed 
with  the  statement  that  practically  all  cases 
that  are  treated  soon  after  the  onset  result  in 
cures. 


forgetting  or  neglecting  to  register  their 
attendance.  Annual  dues  paid  at  time  of 
meeting  totalled  1157  members,  which  is 
about  normal  at  annual  meeting  time. 

8.  The  problem  of  the  handicapped  child  is 
a challenge  to  the  Nation  and  particularly  to 
organized  agencies  equipped  to  deal  with  such 
problems. 

9.  Special  train  and  special  car  service 
Chicago  to  Philadelphia  is  offered  by  the 
railroads  for  June  6,  7,  8,  and  9.  One  and  one- 
half  fare  for  the  round  trip  on  the  certificate 
plan  has  been  authorized. 

10.  Anal  or  rectal  bleeding  in  infants  is  most 
frequently  due  to  a fissure  or  to  a polyp.  A 
digital  examination  should  be  made  to  deter- 
mine the  presence  of  a polyp  which  may  be 
located  quite  high  in  the  rectum. 


7.  There  was  a registered  attendance  at 
the  annual  meeting  just  held  in  Omaha  of  420, 
almost  a record,  with  perhaps  twenty-five 
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The  Letter  Box 

Dear  Dr.  Cole: 

Although  I generally  agree  with  your  dislike 
of  many  “trendy”  words,  I think  you  should 
omit  “watershed”  from  your  list.  In  neuro- 
surgical practice,  we  call  those  parts  of  the 
brain  which  are  perfused  by  the  most  distal 
branches  of  the  anterior,  middle,  or  posterior 
cerebral  artery  complexes  the  “watershed 


Between  Cases 

From  My  Goodbye  Collection. 

I couldn’t  put  up  with  my  bald  spot. 
Farewell! 

Milan  Kundera:  Let  the  old  dead  make 
room  for  the  young  dead. 

On  TV. 

3 deaths  today.  More  at  10. 

I switched  to  10. 

Lines  I Like. 

Play  it  like  she  lays. 

In  The  Classroom. 

This  is  as  best  as  we  can  get. 

By  the  teacher. 

My  Very  Own  Answer  To  Natural 
Food  Addicts. 

So  are  toadstools. 

Definitions. 

Trichinosis:  The  pig’s  reply  to  proponents  of 
porcophagy. 

Bierce. 

Our  Beloved  Editor. 

Are  these  them? 

Are  these  they,  the  editor  corrected.  Yeah, 
those  are  them. 

R.  Upton:  A golden  fleecing. 
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area.”  We  also  refer  to  strokes  which  occur  in 
this  area  as  “watershed  infarcts.”  I think  the 
analogy  to  a real  watershed  is  quite  close,  and 
the  term  is  much  more  descriptive  and 
certainly  easier  to  read  than  “zone  of  marginal 
profusion.” 

Sincerely  yours, 

Benjamin  R.  Gelber,  M.D. 


Qhote  Unquote. 

I quit  life  as  if  it  were  an  inn,  not  a home. 
Cicero. 

Nothing  Could  Be  Clearer. 

Examination  of  the  right  knee  showed  an 
effusion  of  the  right  knee. 

The  Patient. 

The  catheter  vapor-locked. 

Words  I Can  Do  Without. 

Disquisition,  caveat,  inter  alia. 

The  Diagnosis. 

At  the  present  time,  he  is  able  to  drive 
without  seriously  endangering  his  physical 
integrity. 

On  Love. 

. . it’s  better  to  have  a lover  when  you’re 
young  than  a neurosis  when  you’re  old. 
Angela  Huth. 

Quote  Unquote. 

Nothing  can  bring  you  peace  but  yourself. 
How  did  he  know? 

There’s  love,  too. 

F.C. 


In  Memoriam 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Brewster,  F.  Wayne,  M.D.,  born  September  4, 
1906,  died  January  11,  1981,  University  of 
Nebraska  College  of  Medicine,  graduated 
1930,  practiced  in  Holdrege,  Nebraska, 
NMA  and  AMA  member. 


Brodkey,  Morris  H.,  M.D.,  born  May  1,  1908, 
died  January  26,  1981,  Creighton  University 
School  of  Medicine,  graduated  1930,  prac- 
ticed in  Omaha,  Nebraska,  NMA  and  AMA 
member. 

Henn,  Mary  Jo,  M.D.,  born  January  4,  1919, 
died  January' 31,  1981,  University  of  Ne- 
braska College  of  Medicine,  graduated  1951, 
practiced  in  Omaha,  Nebraska,  NMA  and 
AMA  member. 


Welcome  New  Members 


Lee  R.  Wilkins,  M.D. 
Aurora,  NE  68818 

William  F.  Garvin,  M.D. 
600  North  Cotner 
Lincoln,  NE  68505 

Glenn  L.  Haswell,  M.D. 
336  Regency  Pkwy.  Dr. 
Omaha,  NE  68114 

Kent  D.  Johnson,  M.D. 
2020  North  72nd  St. 
Omaha,  NE  68134 

William  R.  Palmer,  M.D. 
5th  Floor,  Doctors  Bldg. 
Omaha,  NE  68131 


Thomas  D.  Roubinek,  M.D 
401  Doctors  Bldg. 
Omaha,  NE  68131 

Stephen  B.  Smith,  M.D. 
5th  Floor,  Doctors  Bldg. 
Omaha,  NE  68131 

Leon  J.  Davis 

Gothenburg,  NE  69138 

Edward  M.  Bowles 
1519  N.  Park  St. 

Grand  Island,  NE  68801 


Books 


Received 

Medical  technology,  health  care  and  the  consumer; 

edited  by  Allen  D.  Spegel,  Ph.D.,  Donald  Rubin,  and 
Shelley  B.  Frost;  352  pages;  hard  cover  $16.95;  published 
1981  by  Human  Sciences  Press,  72  Fifth  Avenue,  New 
York,  N.Y.  10011. 


Mental  health  and  industry;  by  Sherman  N.  Kieffer, 
M.D.,  Stanley  F.  Yolles,  M.D.,  Pasquale  A.  Carone,  M.D., 
and  Leonard  W.  Krinsky,  Ph.D.;  210  pages;  hard  cover 
$18.95;  published  1980  by  Human  Sciences  Press,  72 
Fifth  Avenue,  New  York,  N.Y.  10011. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 

June  19,  1981  — Beatrice,  ESU  #5 
July  17,  1981  — Fremont,  Linden  School 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  June 
7-11,  1981,  Chicago,  Illinois 

HEART  ASSOCIATION  SCIENTIFIC  SES- 
SION, June  19,  1981,  Kearney,  Nebraska. 

ANTIBIOTIC  REVIEW  — 1981,  Sheraton 
Washington  Hotel,  Washington,  D.C., 
August  10-11,  1981.  Contact:  Sandy  Mc- 
Millan, 67  Peachtree  Park  Dr.,  Suite  221-D, 
Atlanta,  GA  30309 


E.E.N.T.,  August  17-18,  1981,  Okoboji,  Iowa. 

CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Allergy  for  the  Clinician, 
September  10-11,  1981,  Omaha,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  September 
22,  1981  (time  to  be  announced).  Las  Vegas 
Hilton  Hotel,  Las  Vegas,  Nevada;  in  con- 
junction with  American  Academy  of  Family 
Physicians  meeting. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 


DECEMBER  10-12,  1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AOA.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St. 
Louis,  MO  63110  (314)  454-3873 

INTERNATIONAL  SYMPOSIUM  ON 
GILLES  DE  LA  TOURETTE  SYN- 
DROME, sponsored  by  the  National  Insti- 
tute of  Neurological  and  Communicative 
Disorders  and  Stroke,  the  Tourette  Syn- 
drome Association  and  the  Gateposts 
Foundation;  Roosevelt  Hotel,  N.Y.C.,  May 
27-29,  1981.  Program  Chmn:  Dr.  Tom 
Chase  (NINCDS),  Dr.  Arnold  Friedhoff, 
N.Y.U.  School  of  Medicine.  The  following 
topics  and  their  relevance  to  Tourette 
Syndrome  and  related  disorders  of  the  CNS 
will  be  covered:  pharmacology,  biochemistry, 
genetics,  animal  models,  neuropsychology 
and  clinical  aspects.  For  registration  in- 
formation and  program:  Sheldon  Novick, 
M.D.,  TSA  Med.  Dir.,  Gateposts  Edn.,  42-40 
Bell  Blvd.,  Bayside,  N.Y.  11361  (212) 
631-0177. 
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WashingtoNotes 


(Continued  from  page  16 A) 

maintenance  organizations  and  other  modes  of 
health  delivery  face  a fair  test  in  the  market- 
place,” said  Richard  Schweiker,  Secretary  of 
the  Health  and  Human  Services  (HHS)  De- 
partment, in  a letter  of  transmittal. 

Schweiker  said  the  federal  aid  has  given 
HMOs  “an  advantage  over  other  forms  of 
health  delivery.” 

The  bill  eliminates  certain  federal  restric- 
tions on  HMOs  “that  have  inhibited  their 
ability  to  compete  successfully,”  Schweiker 
said.  The  bill  authorizes  appropriations  of  $1 
million  for  the  next  three  fiscal  years  for  HMO 
training  and  technical  assistance  and  $35 
million  yearly  for  the  HMO  loan  fund. 

No  federal  assistance  would  be  provided  for 
starting  up  any  new  HMO. 

Other  provisions  of  the  bill  would: 

— Remove  mental  health  and  substance  abuse 
services  from  the  list  of  required  services 
and  make  them  optional. 

— Repeal  current  limitations  as  to  HMOs 
contracting  with  individual  physicians  for 
the  provision  of  health  services  and  clarify 
what  percentage  of  services  could  be  con- 
tracted by  an  HMO. 

Earlier,  the  AMA  had  told  the  Congress  that 
now  is  the  time  to  end  federal  aid  for  HMOs. 

“What  was  envisioned  in  1973  as  a justifi- 
able manipulation  of  marketplace  forces  to 
foster  the  development  of  HMOs  now  is 
perceived  as  undue  interference  with  matters 
of  choice  best  left  to  the  consumer,”  the  AMA 
said  in  a statement  to  the  House  Commerce 
Subcommittee  on  Health. 

The  growth  of  any  one  form  of  health  care 
delivery  — prepaid  plans,  fee-for-service,  etc. 
— should  not  be  determined  by  federal 
subsidies,  by  preferential  treatment  under  law, 
or  by  federally-financed  advertising  cam- 
paigns, the  AMA  said.  Rather,  the  decision 
should  be  made  by  popular  choice  in  a free 
competitive  system.  “Government  neutrality  is 
essential  to  maintain  a pluralistic  system  for 
consumer  choice.” 

The  HMO  act  has  now  served  its  purpose, 


according  to  the  AMA  which  has  thrown  its 
support  to  the  Administration’s  plan  to  with- 
draw funds  for  startups  of  new  HMOs  and  the 
termination  of  funds  for  other  HMOs  after 
completion  of  the  current  funding  cycle. 

The  AMA  said  that  experience  has  shown 
that  the  HMO  program  “has  not  been  entirely 
successful  in  developing  qualified  HMOs  and 
the  fact  remains  that  the  vast  majority  of 
individuals  who  are  enrolled  in  prepaid  group 
practices  — HMOs  — are  enrolled  in  plans 
that  did  not  receive  federal  assistance.” 

The  AMA  pointed  out  that  the  HMO  loan 
fund  which  has  provided  $128  million  to 
HMOs  since  1973  is  now  in  a deficit  position 
because  11  HMOs  have  gone  bankrupt. 
Another  38  plans  are  experiencing  financial 
problems,  raising  the  total  to  more  than  one- 
fifth  of  federally-qualified  HMOs  that  are  in 
trouble. 

Statistics  & research. 

The  AMA  has  backed  reauthorization  and 
continued  funding  for  the  National  Centers  for 
Health  Statistics  and  Health  Services  Re- 
search. 

In  a statement  to  the  Senate  Labor  and 
Human  Resources  Committee,  the  AMA  said 
it  “has  been  particularly  impressed  with  the 
work  of  the  National  Center  for  Health 
Statistics  and  the  ready  cooperation  received 
by  medical  professionals  and  medical  groups 
seeking  the  assistance  of  Center  personnel.” 

For  the  most  part  the  National  Center  for 
Health  Services  Research  has  equally  served 
the  private  sector,  said  James  Sammons,  M.D., 
AMA  Executive  Vice  President, 

The  gathering  of  data  on  health  care  services 
and  the  research  into  delivery  of  medical  and 
other  health  care  are  making  valuable  con- 
tributions to  those  governmental  and  non- 
governmental parties  who  are  determined  to 
make  informed  policy  choices.  “We  urge  that 
these  centers  continue  to  receive  adequate 
federal  funding.” 

The  AMA  also  recommended  against  devel- 
opment of  the  Cooperative  Health  Statistics 
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System,  saying  that  the  obstacles  to  the 
creation  of  the  system  and  the  costs  it  would 
entail  “militate  against  its  satisfactory  com- 
pletion.” 

Health  care  technology. 

The  AMA  has  recommended  to  the  Con- 
gress that  the  National  Center  for  Health  Care 
Technology  be  eliminated. 

Fred  C.  Rainey,  M.D.,  a member  of  the 
AMAs  Council  on  Legislation,  told  the  Senate 
Labor  and  Human  Resources  Committee  that 
the  AMA  opposed  reauthorization  of  the 
center  “not  out  of  lack  of  concern  for  the 
safety,  efficacy,  and  cost-effectiveness  of 
medical  care,  but  because  the  relevant  clinical 
policy  analysis  and  judgments  are  better  made, 
and  are  being  responsibly  made,  within  the 
medical  profession.” 

Noting  that  the  law  creating  the  center  gave 
the  HHS  Secretary  the  authority  to  regulate 
the  dissemination  of  medical  information,  Dr. 
Rainey  said  a centralized  government  authority 
could  not  supplant  the  current  system  of 
assessment  by  researchers,  medical  school 
faculties,  and  physicians  and  biomedical  scien- 
tists in  public  and  private  institutes,  hospitals, 
and  other  institutions. 

“This  is  especially  so,”  he  said,  “when  the 
mandate  of  such  an  authority  is  essentially  to 
facilitate  the  achievement  of  economic,  not 
health  goals;  to  make  definitive  reimbursement 
recommendations  that  cannot  begin  fairly  to 
reflect  the  complex  and  changing  circum- 
stances that  a physician,  patient,  and  a local 
community  must  deal  with." 

Dr.  Rainey  emphasized  the  AMA’s  long 
history  of  actively  assisting  the  individual 
physician  in  assessing  new  medical  technology 
and  integrating  it  into  medical  practice. 

He  said  the  AMA  was  committed  to  assuring 
that  medical  education  and  practice  are  rooted 
on  a scientific  base,  and  to  raising  practi- 
tioners’ cost-consciousness  about  all  the  as- 
pects of  medical  care.  He  pointed  out  that 
AMA  publications  played  a central  role  in 
disseminating  medical  information. 

Package  inserts. 

The  Food  and  Drug  Administration’s  pilot 
program  for  patient  package  inserts  (PPIs)  for 
drugs  has  been  slowed  and  may  be  halted. 

New  FDA  Commissioner  Arthur  Hayes, 


M.D.,  “will  conduct  a complete  review  of  ways 
to  provide  health  and  safety  information  to 
consumers  about  drugs,”  said  HHS  Depart- 
ment Secretary  Richard  Schweiker.  The  May 
25  and  July  2 effective  dates  of  the  pilot 
program  will  be  postponed. 

The  FDA  review  will  consider  alternative 
means  of  providing  needed  information  to 
patients  about  drugs,  the  cost  effectiveness  of 
the  PPI  approach,  and  whether  the  pilot 
program  is  appropriately  constructed  to  pro- 
duce reliable  information  on  the  effectiveness 
of  PPIs. 

The  program  requires  inserts  for  cimetidine, 
clofibrate,  propoxyphene,  ampicillin  and 
phenytoin.  Current  PPIs  for  oral  contracep- 
tives, estrogens  and  progestins  are  not  affected. 

Capitation  aid. 

An  abrupt  halt  to  capitation  aid  would  force 
medical  schools  to  retrench  some  of  their 
essential  programs,  the  AMA  has  told  Congress. 

Urging  the  lawmakers  to  phase-out  gradually 
the  federal  program  of  general  institutional 
support,  the  AMA  said  this  assistance  “has 
served  the  public  interest  by  aiding  and 
improving  the  quality  and  availability  of 
medical  education  and  medical  care.  While  the 
amount  that  an  institution  can  receive  under 
this  program  is  not  great,  these  funds  are 
flexible  and  enable  medical  faculties  to  focus 
their  use  on  their  institutions’  needs  and  the 
needs  of  the  community.” 

The  AMA  statement  was  submitted  to  the 
Senate  Labor  and  Human  Resources  Com- 
mittee which  is  considering  legislation  to 
extend  health  manpower  legislation.  The  Ad- 
ministration wants  to  cut  back  on  aid  and  to 
terminate  the  capitation  program.  The  Senate 
and  House  last  year  approved  different  bills 
and  could  not  agree  to  compromise  legislation 
before  session’s  end. 

In  a letter  accompanying  the  AMA  state- 
ment, James  Sammons,  M.D.,  AMA  Executive 
Vice  President,  said  the  issues  under  con- 
sideration “are  of  vital  importance  as  they  will 
affect  the  future  of  health  care  delivery  in  the 
United  States.”  Dr.  Sammons  said  “the 
resources  for  qualified  students  to  obtain  a 
medical  education  and  the  ability  of  institu- 
tions to  offer  a quality  educational  program 
will  direct  how  health  care  is  delivered  for 
many  years  to  come.” 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 

Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Louis  J 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota,  Dixon,  Knox, 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard. 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan,  Haves,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
MorrilL  Scotts  Bluff,  Sioux. 
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COUNTY 

Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kim  ball- Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Gary  Vandewege,  Alliance Wendell  Fairbanks,  Alliance 

William  W.  Lyons,  III,  Kearney  ...  Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wison,  Gothenburg Mark  Jones,  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

James  R.  Adamson,  Grand  Island.  . . . Gordon  D.  Francis,  Grand  Island 
John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott,  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Henkel,  Norfolk 

Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 


Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion W'illiam  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook . . . . David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell.  York B.  N.  Greenberg,  York 


xtiiiiMiiUMMiflimiimimiiituii 


A phase-out  of  capitation  aid  would  allow 
“those  institutions  that  rely  on  these  monies 
time  to  develop  other  sources  of  funds  while 
continuing  without  the  substantial  disruption 
that  would  be  caused  by  the  total  elimination 
of  the  program,”  the  AMA  told  the  committee. 

Student  assistance  must  be  of  the  highest 
priority  for  government  action,  the  AMA  said. 
“Access  to  medical  educaton  must  not  be 
allowed  to  become  limited  on  the  basis  of 
income.” 

A strengthened  program  of  guaranteed  loans 
was  urged  by  the  Association  as  well  as 
continued  federal  assistance  to  programs  of 
basic  nurse  training. 

Regulatory  relief. 

The  Administration’s  Task  Force  on  Regula- 
tory Relief  has  singled  out  three  health 
regulations  for  priority  review  as  to  whether 
modification  is  necessary  to  make  them  less 
burdensome. 

They  are: 

— New  Drug  Applications  - Delays  in  the 


existing  process  of  approving  new  drugs 
by  the  Food  and  Drug  Administration 
“justifies  a thorough  review.” 

— Medicaid  Regulations  - States  contend  that 
these  regs  hamper  their  ability  to  provide 
services  to  needy  people  at  reasonable 
funding  levels,  according  to  the  Task  Force. 
— Health  Care  Institution  Certification  and 
Surveys  — Hospitals,  nursing  homes  and 
other  institutional  providers  “are  subject  to 
myriad,  frequent  and  duplicative  surveys 
and  reviews.” 

Vice  President  George  Bush,  Chairman  of 
the  Task  Force,  urged  the  public  to  notify  his 
agency  of  rules  and  regulations  that  people 
find  onerous  and  unnecessary. 

Inflation. 

The  private  sector  has  made  a great  step 
forward  in  restraining  medical  care  costs  in  the 
face  of  double-digit  inflation,  a nationwide 
television  audience  was  told  by  James  Sam- 
mons, M.D.,  AMA  Executive  Vice  President. 

Appearing  on  the  program  “It’s  Your  Busi- 
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ness”  produced  by  the  Chamber  of  Commerce 
of  the  United  States,  Dr.  Sammons  said 
inflation,  government  spending,  government 
regulations,  increased  demand,  new  tech- 
nology “all  cause  increasing  costs.” 

“Let’s  all  be  realistic,”  he  said.  “Everybody 
can  work  very,  very  hard  at  trying  to  control 
these  costs  — but  as  long  as  inflation  is 
running  wild,  as  long  as  energy  costs  are  going 
up  steadily  in  a markedly  energy-intensive 
industry,  in  a heavy  labor-intensive  industry  — 
there  is  no  way  you’re  going  to  be  able  to  put  a 
lid  on  costs  and  maintain  quality  and  maintain 
quantity.” 

Dr.  Sammons  said  that  if  incentives  are  to  be 
placed  in  the  system  in  order  to  hold  down 
costs  “then  there’s  got  to  be  some  cost  sharing; 
cost  sharing  between  the  patient  and  the 
insurer,  between  the  employee  and  the  em- 
ployer, between  government  recipients  — 
excluding,  of  course,  the  poor.” 

Asked  whether  the  same  competitive  stan- 
dards that  apply  to  business  can  work  in  the 
area  of  health  care,  Richard  Lesher,  PhD., 
Chamber  President,  said  “I  think  not  only  they 
can,  but  I think  they  must.”  He  said  “we  must 
encourage  competition  among  the  various 
forms  of  health  care  delivery  systems.” 

Bert  Seidman,  Director  of  the  AFL-CIO 
Department  of  Social  Security,  said  early 
diagnosis  and  treatment  will  keep  people  out 
of  hospitals  and  reduce  costs.  “And  that  can  be 
done  if  people  have  available  to  them  compre- 
hensive benefits  without  financial  barriers  to 
climb.” 

Rep.  Barbara  Mikulski  (D-Md),  a member  of 
the  House  Commerce  Subcommittee  on 
Health,  charged  that  the  Administration’s  cuts 
in  health  “are  definitely  anti-family.  They  will 
adversely  affect  everyone  from  the  unborn  to 
school-aged  children  to  the  elderly.” 

Fees  & waits. 

The  American  patient  in  1977  was  billed,  on 
the  average,  $21.29  for  a visit  to  a physician. 
The  patient  waited  seven  days  for  the  ap- 
pointment and  spent  about  30  minutes  waiting 
in  the  physician’s  office,  according  to  pre- 
liminary findings  of  a large  federal  study  on  the 
costs  and  delivery  of  health  care  in  1977. 

The  patient  paid  $14.69  of  the  average 


charge  for  a visit,  with  the  remainder  being 
covered  by  private  health  insurance  ($3.41), 
Medicaid  ($1.49),  Medicare  ($0.85),  and  other 
sources  ($0.85),  the  National  Center  for  Health 
Services  Research  (NCHSR)  study  found. 

Longer  waiting  times  were  noted  for  ap- 
pointments to  obtain  hospital  outpatient  serv- 
ices (10  days)  and  visits  associated  with 
preventive  services,  such  as  prenatal  care  or 
eye  examinations  in  a physician’s  office  (14 
days). 

Hospital  outpatient  departments  also 
ranked  highest  in  the  amount  of  time  a patient 
spent  waiting  to  see  a doctor  — 45  minutes. 
Hospital  emergency  rooms  kept  patients  wait- 
ing an  average  of  38  minutes,  and  physician 
offices  an  average  of  29  minutes. 
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Medical  devices. 

Proposed  regulations  on  medical  devices 
threaten  to  throw  the  same  roadblocks  against 
innovation  and  development  that  now  exist  for 
drugs,  the  AMA  has  told  the  Food  and  Drug 
Administration. 

The  FDA  wants  authority  to  place  restric- 
tions on  devices,  including  the  power  to  place 
controls  on  physician  access  to  a device,  by 
imposing  rigid,  FDA-defined  protocols  for  the 
use  of  a device,  and  by  establishing  strict 
record-keeping  requirements  for  those  phy- 
sicians allowed  to  use  a device,  according  to 
the  AMA. 

Such  action  is  “unnecessary  and  inappropri- 
ate,” the  AMA  said.  “Treatment  decisions  and 
clinical  protocols  are  best  left  to  the  individual 
physician  who  must  deal  with  the  needs  of  an 
individual  patient.  We  urge  the  agency  not  to 
place  any  restrictions  on  a device  that  go 
beyond  limiting  its  approved  distribution  to 
health  care  professionals  recognized  by  state 
law  within  the  scope  of  their  license  to 
practice.” 

The  AMA  also  said  the  imposition  of  any 
conditions  on  devices  should  be  implemented 
only  “after  broad  public  and  physician  input 
. . . if  restrictions  or  conditions  that  would 
substantially  have  impact  on  medical  practice 
are  proposed.” 

Sodium,  potassium,  & diet. 

The  AMA  has  told  Congress  that  people  on 
restricted  diets  need  more  information  than  is 
now  readily  available  to  control  their  total  daily 
intake  of  sodium. 

The  AMA  suggested  that  both  sodium  and 
potassium  content  should  be  shown  in  milli- 
grams per  serving  on  food  labels. 

Testifying  before  a House  Science  Sub- 
committee were  Ray  Gifford,  M.D.,  of  the 
Cleveland  Clinic  Foundation  and  a member  of 
the  AMAs  Council  on  Scientific  Affairs;  and 
Philip  White,  Sc.D.,  Director  of  AMAs  De- 
partment of  Foods  and  Nutrition. 

Dr.  Gifford  said  that  “without  information 
regarding  sodium  content  on  the  label  of  foods, 
dietary  planning  by  physicians  and  their 
patients  is  more  difficult.  Obviously,  a cost- 
effective  system  of  sodium  labeling  for  foods 
would  be  beneficial  to  both  physicians  and 
their  patients  and  would  thus  be  of  consider- 
able assistance  in  the  dietary  management  of 
hypertension.” 


Kansas  City,  Missouri  — 

EMERGENCY 
DEPARTMENT  PHYSICIANS 

AMERICAN  MEDICAL  SERVICES  ASSOCI- 
ATION, INC.,  A KANSAS  CITY  BASED  MUL- 
TIPLE HOSPITAL  PHYSICIAN  GROUP,  IS 
SEEKING  CAREER  ORIENTED  PRIMARY 
CARE  AND  EMERGENCY  CARE  PHYSICIANS 
WHO  ARE: 

1.  Board  Eligible  or  Certified 

2.  Show  an  affinity  for  the  team  concept  of 
medical  practice 

3.  Business  oriented 

4.  Show  professional  maturity  and  judgment 

5.  Have  a keen  desire  to  succeed 

6.  Committed  to  CME 

We  are  successful  because  we  offer  the 
unique  package  of  salary  and  benefits  in  the 
health  care  industry.  All  of  our  physicians 
participate  in  the  ownership  of  the  company. 

If  you  feel  qualified  we  are  interested  in 
you.  Contact: 

Michael  P.  Colucci 

Vice-President  of  Marketing  & Recruitment 
American  Medical  Services  Association,  Inc. 
4400  Broadway  - Suite  306 
Kansas  City,  Missouri  64111 
(816)  931-3040 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


June  1981 


Nebraska  Medical  Journal  23-A 


Physicians'  Classified 

EMERGENCY  MEDICINE  — WEST 
CENTRAL  NEBRASKA:  Directorship  and  clinical 
positions  available  in  moderate  volume  emergency 
department.  Excellent  guaranteed  income  plus 
additional  stipend  for  Director’s  duties.  Pro- 
fessional liability  insurance  provided;  flexible 
scheduling  with  no  on-call  responsibilities.  For 
details,  forward  credentials  in  complete  confidence 
to  William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  Colorado 
80903;  or  call  toll-free  1-800-525-3681  (in  Colorado 
State  call  collect  303-471-4981). 

FAMILY  PRACTICE:  Opportunities  in  out- 
standing southern  Minnesota  group.  The  Albert 
Lea  Clinic,  P.A.,  is  interested  in  contacting  phy- 
sician candidates  for  city  and  small  town  branch 
practices.  This  group  is  a 16-man  multispecialty 
group  in  the  primary  and  secondary  care  fields.  Top 
salary  first  year.  Senior  physician  participation 
beginning  at  the  end  of  the  First  year,  an  incentive 
income  distribution  plan.  LOW  cost  buy-in.  Maxi- 
mum profit  sharing  plan.  Top  level  insurance  plan 
and  full  range  of  other  benefits.  New  hospital  in 
city.  Albert  Lea  is  an  exceptional  place  to  live  and 
these  are  choice  practices.  Please  contact  B.  J. 
Boss,  Administrator,  Albert  Lea  Clinic,  P.A.,  1602 
Fountain  St.,  Albert  Lea,  MN  56007.  Phone  (507) 
373-8251,  personal  phone  (507)  377-1406  or 
contact  T.  F.  Thompson,  M.D.,  (507)  373-8251, 
personal  phone  (507)  373-0259. 
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EMERGENCY  MEDICINE  OPPORTUNITIES 
AVAILABLE:  Positions  available  for  career- 
oriented  emergency  physicians  in  this  moderate 
volume  emergency  department  located  in  the 
central  portion  of  Nebraska.  Excellent  guaranteed 
income,  paid  professional  liability  insurance,  flex- 
ible scheduling  with  no  on-call  involvement  to  be 
awarded  to  physicians  chosen.  For  details  send 
credentials  in  complete  confidence  to  William 
Salmo,  Chase  Stone  Center,  Holly  Sugar  Building, 
Suite  1070,  Colorado  Springs,  Colorado  80903;  or 
call  toll-free  1-800-525-3681  (in  Colorado  state  call 
collect  303-471-4981). 

OPPORTUNITY:  For  qualified  physician  in 
Internal  Medicine  in  a two-man  general  internal 
medicine  department  in  southern  Minnesota.  The 
Albert  Lea  Clinic,  P.A.,  is  a 16-man  multispecialty 
group  in  primary  and  secondary  care  fields. 
Financial  rewards  are  exceptional  and  practice 
challenges  very  attractive.  Negotiated  top  salary 
first  year.  Senior  physician  participation  beginning 
at  the  end  of  the  first  year  and  incentive  income 
distribution  plan.  The  clinic  has  a low  cost  buy-in 
with  a maximum  profit  sharing  plan.  There  is  a top 
level  insurance  program,  medical  reimbursement 
program,  and  a full  range  of  other  benefits.  A nearly 
new  hospital  in  the  city  provides  an  exceptional 
place  to  work.  This  is  a choice  practice  in  an 
exceptional  place  to  live.  Please  contact  B.  J.  Boss, 
Administrator,  Albert  Lea  Clinic,  P.  A.,  1602 
Fountain  St.,  Albert  Lea,  MN  56007.  Phone  507- 
373-8251.  Personal  phone  507-377-1406  or  contact 
L.  E.  Shelhamer,  Jr.,  M.D.,  phone  507-373-8251  or 
personal  phone  507-377-1530. 

FAMILY  PRACTICE:  Available  September, 
1981.  Medical  office,  records  and  equipment.  City 
of  1,800  with  22-bed  hospital,  100-bed  nursing 
home  and  76  beds  for  mentally  retarded.  Prosper- 
ous farming  community  with  cheese  factory  and 
irrigation  equipment  factory.  Join  the  return  to 
pressureless  living!  L.  G.  Bunting,  M.D.,  Hebron, 
Nebraska  68370,  (402)  768-6023. 

KANSAS  - EMERGENCY  MEDICINE  OP- 
PORTUNITIES: Clinical  positions  available 

throughout  Kansas.  Situations  range  from  mod- 
erate to  high  patient  volumes.  Excellent  compen- 
sation, plus  paid  professional  liability  insurance. 
Flexible  scheduling  without  on-call  involvement. 
For  details,  send  credentials  in  confidence  to 
William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  CO  80903. 
For  immediate  consideration  call  toll-free  1-800- 
525-3681  (within  Colorado  state  call  collect  303- 
471-4981). 

POSITION  AVAILABLE:  We  have  an  opening 
for  a full-time  Physician  to  work  in  our  health 
services  section.  Primary  responsibilities  will  be  the 
health  care  of  approximately  500-700  legal  of- 
fenders at  the  Nebraska  State  Penitentiary.  The 
institution  is  located  in  Lincoln,  Nebraska;  a very 
progressive,  clean  city  with  an  excellent  school 
system.  The  Department  is  in  the  process  of  major 
reconstruction  and  will  have  all  new  facilities  in 
1981.  Salary  open  to  negotiation;  excellent  state 
benefits.  Apply  to:  Personnel  Office,  Nebraska 
Department  of  Correctional  Services,  P.O.  Box 
94661,  Lincoln,  NE  68509.  Telephone  (402)  471- 
2654. 
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Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of 
symptoms  of  anxiety,  symptomatic  relief  of  acute  agitation,  tremor,  impending 
or  acute  delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex  spasm  to  locai 
pathology;  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis; 
stiff-man  syndrome.  Oral  form  may  be  used  ad|unctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used 
adjunctively  in:  status  epilepticus,  severe  recurrent  seizures,  tetanus;  anxiety, 
tension  or  acute  stress  reactions  prior  to  endoscopic/surgical  procedures; 
cardioversion. 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more 
than  4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient. 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous 
occupations  requiring  complete  mental  alertness  (e  g , operating  machinery, 
driving).  Withdrawal  symptoms  similar  to  those  with  barbiturates  and  alcohol 
have  been  observed  with  abrupt  discontinuation,  usually  limited.to  extended 
use  and  excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have 
been  reported  following  abrupt  discontinuation  of  benzodiazepines  after 
continuous  use,  generally  at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper  dosage.  Keep  addiction- 
prone  individuals  (drug  addicts  or  alcoholics)  under  careful  surveillance 
because  of  predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations,  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment  When  using  oral  form  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increase  in  dosage  of  standard  anticonvulsant  medica- 
tion, abrupt  withdrawal  in  such  cases  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures 
injectable:  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use  small 
veins,  i e , dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation  Do  not  mix  or  dilute  Valium  with  other  solutions 
or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to  administer  Valium 
directly  I.  V , it  may  be  injected  slowly  through  the  infusion  tubing  as  close  as 
possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  concomitant 
use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases'depression 
with  increased  risk  of  apnea,  have  resuscitative  facilities  available  When 
used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  '/a, 
administer  in  small  increments.  Should  not  be  administered  to  patients  in 
shock,  coma,  acute  alcoholic  intoxication  with  depression  of  vital  signs 
Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status 
or  petit  mal  variant  status  Not  recommended  for  OB  use 
Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  prolonged 
CNS  depression  observed  In  children,  give  slowly  (up  to  0 25  mg/kg  over  3 
minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be  repeated  after  15 
to  30  minutes  If  no  relief  after  third  administration,  appropriate  adjunctive 
therapy  is  recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  knowr 
compounds  which  may  potentiate  action  of  Valium  (diazepam/Roche),  i.e., 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepressants. 
Protective  measures  indicated  in  highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies.  Observe  usual  precautions  in 
impaired  hepatic  function,  avoid  accumulation  in  patients  with  compromised 
kidney  function  Limit  oral  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation  (initially  2 to  2'h  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) 
injectable:  Although  promptly  controlled,  seizures  may  return,  re-administer 
if  necessary,  not  recommended  for  long-term  maintenance  therapy  Laryn- 
gospasm/mcreased  cough  reflex  are  possible  during  peroral  endoscopic 
procedures,  use  topical  anesthetic,  have  necessary  countermeasures 
available.  Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses  (2  to  5 mg)  for 
elderly/debilitated 


Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipation, 
depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reac- 
tions such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimulation  have 
been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor  changes 
in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  observed  in 
patients  during  and  after  Valium  (diazepam/Roche)  therapy  and  are  of  no 
known  significance. 

injectable.  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity, 
syncope,  bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria, 
hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration, 
dyspnea,  hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Dosage:  Individualized  for  maximum  beneficial  effect. 
oral — Adults : Anxiety  disorders,  relief  of  symptoms  of  anxiety,  2 to  10  mg 
bid  to  q / d , acute  alcohol  withdrawal,  10  mg  t.i.d.  or  q i d in  first  24  hours, 
then  5 mg  t.i.d.  or  q i d as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 
to  10  mg  t.i.d.  or  q.i.d .;  adjunctively  in  convulsive  disorders,  2 to  10  mg  b i d to 
q i d Geriatric  or  debilitated  patients  2 to  2'/2  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children.  1 to  2'/2  mg 
t.i.d.  or  q i d initially  increasing  as  needed  and  tolerated  (not  for  use  under 
6 months). 

injectable:  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I M or 
I V , depending  on  indication  and  severity  Larger  doses  may  be  required 
in  some  conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated 
within  1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added  (See  Warnings  and  Adverse 
Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available 

I.M.  use:  by  deep  injection  into  the  muscle 

I V use . inject  slowly,  take  at  least  one  minute  for  each  5 mg  ( 1 ml)  given  Do 
not  use  small  veins,  i e. , dorsum  of  hand  or  wrist.  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
administer  Valium  directly  IV,  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I M or  IV, 
and  severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I M or  I V., 
repeat  in  3 to  4 hours  if  necessary;  acute  alcoholic  withdrawal.  10  mg  I.M  or 
I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  Muscle  spasm,  in 
adults,  5 to  10  mg  I.M.  or  I V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary  (tetanus  may  require  larger  doses);  in  children,  administer  I V 
slowly,  for  tetanus  in  infants  over  30  days  of  age,  1 to  2 mg  I.M.  or  I.V.,  repeat 
every  3 to  4 hours  if  necessary;  in  children  5 years  or  older,  5 to  10  mg 
repeated  every  3 to  4 hours  as  needed  Respiratory  assistance  should  be 
available 

Status  epilepticus.  severe  recurrent  convulsive  seizures  (I  V route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals 
up  to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary  keeping  in  mind 
possibility  of  residual  active  metabolites  Use  caution  in  presence  of  chronic 
lung  disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and 
children  (under  5 years),  0 2 to  0 5 mg  slowly  every  2 to  5 min  , up  to  5 mg 
(l  V preferred).  Children  5 years  plus,  1 mg  every  2 to  5 min  , up  to  10  mg  (slow 
I V preferred),  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be 
helpful 

In  endoscopic  procedures,  titrate  I V dosage  to  desired  sedative  response, 
generally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately 
prior  to  procedure,  if  I V.  cannot  be  used,  5 to  10  mg  I M approximately  30 
minutes  prior  to  procedure.  As  preoperative  medication,  10  mg  I M , in 
cardioversion,  5 to  15  mg  I V.  within  5 to  10  minutes  prior  to  procedure  Once 
acute  symptomatology  has  been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further  treatment  is  required 
Management  of  Overdosage:  Manifestations  include  somnolence, 
confusion,  coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood 
pressure,  employ  general  supportive  measures,  I V.  fluids,  adequate  airway. 
Use  levarterenol  or  metaraminol  for  hypotension  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500,  Tel-E-Dose® 
(unit  dose)  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of 
25,  and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50,  available 
in  trays  of  10.  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject® 
(disposable  syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam, 
compounded  with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as 
preservative. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society/’  “overuse,”  “misuse”  and  “abuse,” 
my  name  is  one  of  the  reference  points.  Sometimes  even  the 
reference  point. 

These  current  issues,  involving  patient  compliance  or  dependen- 
cy-proneness,  should  be  given  careful  scrutiny,  for  they  may  impede 
my  overall  therapeutic  usefulness.  As  you  know,  a problem  almost 
always  involves  improper  usage.  When  I am  prescribed  and  taken 
correctly,  I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for 
me.  Consider  your  patients  with  heart  problems,  G.I.  problems  and 
interpersonal  problems  who,  when  their  anxiety  was  severe,  have 
been  able  to  benefit  from  the  medication  choice  you’ve  made.  Recall 
how  often  you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I 
would  have  done  without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own 
experience,  you’ll  come  away  with  a confirmation  of  your  knowledge 
that  I am  a safe  and  effective  drug  when  prescribed  judiciously  and 
used  wisely. 


For  a brief  summary  of  product  information  on  Valium’  (diazepam' Roche)®,  please  see  the  preceding  page. 
Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 
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Feefingsvs 

Some  people  feel  that  I am  misused  and  overused 
and  that  Fm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “weak,  ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 


Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they've  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence . 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians’  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


[■'or  a brief  summary  of  product  information  on  Valium  (diazepam/Roche)  (jv  , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  witn 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines, 
narcotics,  barbiturates.  MAO  inhibitors  and  other  anti 
depressants  may  potentiate  its  action.  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations 
increased  muscle  spasticity,  insomnia  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice:  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  bid  to  q.i.d  ; alcoholism,  10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d  or  q.i.d.  as  needed 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d adjunctively  in  convulsive  disorders,  2 to  10 
mg  bid  to  q i d Geriatric  or  debilitated  patients  2 to 
2'/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to 
2VS  mg  t.i.d,  or  q.i  d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 

Supplied:  Valium®  (diazepam/Roche)  Tablets.  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10:  Prescription  Paks  of  50,  available  in  trays  of  10- 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  [814  x 11  in.  (22  x 28  cm)]  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month's  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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Kansas  City,  Missouri  — 

EMERGENCY 
DEPARTMENT  PHYSICIANS 

AMERICAN  MEDICAL  SERVICES  ASSOCI- 
ATION, INC.,  A KANSAS  CITY  BASED  MUL- 
TIPLE HOSPITAL  PHYSICIAN  GROUP,  IS 
SEEKING  CAREER  ORIENTED  PRIMARY 
CARE  AND  EMERGENCY  CARE  PHYSICIANS 
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1.  Board  Eligible  or  Certified 
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medical  practice 

3.  Business  oriented 

4.  Show  professional  maturity  and  judgment 

5.  Have  a keen  desire  to  succeed 

6.  Committed  to  CME 

We  are  successful  because  we  offer  the 
unique  package  of  salary  and  benefits  in  the 
health  care  industry.  All  of  our  physicians 
participate  in  the  ownership  of  the  company. 

If  you  feel  qualified  we  are  interested  in 
you.  Contact: 

Michael  P.  Colucci 

Vice-President  of  Marketing  & Recruitment 
American  Medical  Services  Association,  Inc. 
4400  Broadway  - Suite  306 
Kansas  City,  Missouri  64111 
(816)  931-3040 
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There's  been  a lot  of 

talk  lately...  about  nutrition. 
But  do  your  patients  get  the  facts? 

The  Nutrition  Education  People  can 
help  you  tell  them  about  diet  and 
health. ..facts. ..not  just  a lot  of  talk.  Get 
the  latest  facts  by  returning  this 
coupon. 

CUP  & MAIL 


Return  for  facts  about  Dairy  Council's... 


...information  for  your  patients 

in  the  waiting  room 
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...research  updates  for  you 
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Zip Phone  
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Ralston,  NE  68127 
(402)  592-3355 
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For  the  p^n  grosteoarthritis 
the  proven  power  of 


Motrin 

ibuprofen,  Upjohn 

600  mg  Tablets 

One  tablet  t.i.d. 

Please  see  the  following  page  for  a brief  summary  of  prescribing  information. 


1 981  The  Upiohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


Motrin'  Tablets(ibuprofen.  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema.  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin 


Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension.  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  Motrin,  safety  in  patients  with  chronic  renal  failure  have 
not  been  done  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added  The  anti- 
pyretic. anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarm 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  Than  IX  (but  less  than  3%)  -Probable  Causal  Relationship 
Gastrointestinal:  Nauseaf  epigastric  pain:'  heartburn:’  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence).  Central  Nervous  System:  Dizziness,'5  headache,  nervous- 
ness: Dermatologic:  Rash*  (including  maculopapulartype),  pruritus:  Special  Senses:  Tin- 
nitus: Metabolic/Endocrine:  Decreased  appetite:  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation:  see  PRECAUTIONS). 

Incidence  Less  Than  IX-Probabte  Causal  Relationship *’ 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests: 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma:  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria. erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS);  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia.  decreases  in  hemoglobin  and  hematocrit;  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS):  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria:  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  IX-Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri;  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions:  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e  g.,  epistaxis,  menorrhagia).  Metabolic/ Endocrine:  Gyne- 
comastia, hypoglycemic  reaction:  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia)  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome.  Henoch- 
Schonlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

"Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked .) 

""Reactions  are  classified  under  "Probable  Causal  Relationship"  (PCR)  if  there  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related 
Reactions  are  classified  under  "Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease  Sug- 
gested dosage  is  300. 400.  or  600  mg  t.i.d.  or  q.i.d.  Mild  to  moderate  pain:  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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Claims  don't  pile  up  with  MPS 

Now  your  office  can  reduce  all  of  your  Blue  Cross/Blue  Shield  claims 
to  a diskette  with  the  Medical  Processing  System.  Just  mail  the  diskette 
and  avoid  all  of  the  paperwork.  And  payment  is  guaranteed  in  72  hours. 

An  MPS  exclusive. 

We  can  also  save  your  staff  as  much  as  80%  of  the  time  they  are 
presently  spending  processing  other  claims. 

Another  feature  of  the  Medical  Processing  System  keeps  track  of  all 
your  hospital  patients.  You  get  a day-to-day  worksheet  listing  all  of  your 

hospital  patients  in  room  number  order.  MPS  also  produces  a daily  hospital  transaction  register  and  discharge 
report.  Charges  are  processed  when  the  patient  is  discharged  — not  a week  or  two  later. 

MPS  is  an  in-house  computer  system  that  uses  the  IBM  Series/1  computer.  Patient  information  never 
leaves  your  office  so  you  are  not  dependent  on  the  mail,  telephone  company  or  any  other  third  party  to  help 
manage  your  practice. 

You  don't  need  a special  data  processing  staff  to  put  MPS  to  work  for  you.  Our  professionals  can  train 
your  present  staff.  After  training  is  completed,  we  are  only  a telephone  call  away  if  a problem  should  arise.  We 
can  go  right  to  the  heart  of  the  problem  through  the  telephone  line  just  like  we  were  in  your  office. 

For  more  information  on  how  you  can  put  MPS  to  work  for  you,  call  or  write: 


PROFESSIONAL  „ 


HORIZONS 


PROVIDING  COMPUTER  SYSTEMS  FOR  THE  PROFESSIONAL  OFFICE 
P.O.  BOX  362  __ 

HASTINGS,  NEBRASKA  68901  • TELEPHONE  (402)  463-771  7 


CHECK  YOUR  WAITING  ROOM. 

DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


'sr 


mollis 

A great  way  of  life. 


£> 


You're  familiar  with  them  by  now  — atto^^ 
neys,  accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 


Contact  (call  collect): 

Capt.  Archie  Summerlin,  1 1 6 South  42nd  St. 
Omaha,  NE  (402)221-4319 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 

Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry. 
M.D.,  Wymore.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage. 
Johnson,  Nemaha.  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
M.D.,  West  Point.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota,  Dixon,  Knox, 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 

Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Boyd, 

Brown.  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield. 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper.  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
W’ebster. 

Eleventh  District:  Councilor.  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson.  Osmond 

Gary  Vandewege,  Alliance Wendell  Fairbanks.  Alliance 

William  W.  Lyons,  III,  Kearney  ...  Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz.  Plattsmouth Glen  D.  Knosp.  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha.  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wison,  Gothenburg Mark  Jones,  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

James  R.  Adamson,  Grand  Island.  . . Gordon  D.  Francis,  Grand  Island 
John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast.  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott.  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Henkel,  Norfolk 

Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 


Bryce  Shopp.  Imperial Clifford  Colglazier.  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoc Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook.  David  A.  Allerheiligen.  McCook 
Richard  Gentry,  Blair  Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 


nmiunmtiiiiHmmmiiiiiiHmmiHmHMiiHHHnHiaMmMmHmiuauiiiiiHiui 


1 2-A  Nebraska  Medical  Journal  July  1981 


ACE  THE  ACHE 

with 


PAIN  AND  TENSIOI 


Double  fault  for 
weekend  warrior 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

‘INDICATIONS  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  follows 

Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped  since  withdrawal  of  a "crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  o*  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS  Should  drowsiness,  ataxia,  or  visual  distur 
bance  occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  e g caffeine  Metrazol  or  ampheta- 


mine, may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery 
thematous,  maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses,  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness, with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombmemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981,  Wyeth  Laboratories 
All  rights  reserved 

‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 

Wyeth  Laboratories 

A A Philadelphia,  PA  19101 


for  mild  to  moderate  pain 


Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION  For  the  ret  ef  of  miid-to-moderate  pain. 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers  sedative-hypnotics  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers  alcohol  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently  physical  dependence  and 
tolerance  it  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasvs  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY  Safe  use  m pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore  propoxyphene 
should  not  be  used  m pregnant  women  unless  in  the 


judgement  of  the  physician  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion  anxiety  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness  sedation  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation  ab- 
dominal pam  skin  rashes  light-headedness  head- 
ache weakness  euphoria  dysphoria  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS  Propoxyphene  m comt  - 
nation  with  alcohol  tranquilizers  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings 
Confusion  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  ta  decrease 
in  respiratory  rate  and  or  tidal  volume  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction 
and  circulatory  collapse  In  additjpn  to  these  char- 
acteristics which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported  and  apnea  car- 
diac arrest  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea  vomiting,  anorexia  and 
abdominal  pam.  beginning  shortly  after  mgestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  <s  usually 
delayed  After  the  initial  symptoms  the  patient  may 
feel  less  ill  however  laboratory  determinations  are 
ixely  to  show  a rapid  rise  m liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects  hypoglycemia,  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetammoohen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fata1 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  admmiste-ed  preferably  lv  .simultaneously  withef- 
forts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine i should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetyicysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme  which  may 
cause  anorexia  nausea  vomiting  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  i JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
livelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 

Copyright  c 1981  Wyeth  Laboratories. 
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WashingtoNotes 

The  budget. 

Within  a span  of  seven  days  in  May  the 
Administration  achieved  an  historic  triumph  in 
Congress,  with  the  House  and  then  the  Senate 
approving  budget  resolutions  to  cut  federal 
spending  by  more  than  $40  billion. 

The  serious  opposition  to  the  economy  drive 
came  in  the  House  where  the  Democratic 
leadership  made  a party  issue  of  a substitute 
budget  plan  that  would  not  have  cut  so  deeply. 
More  than  $2  billion  of  health  program 
reductions  would  have  been  restored  under  the 
Democratic  budget,  but  the  Republican  plan 
hewing  to  the  Administration’s  lower  levels 
easily  prevailed,  253  to  176. 

The  Senate  followed  suit  the  following  week 
with  a budget  resolution  tailored  to  the 
Administration’s  specifications.  A conference 
committee  has  ironed  out  the  relatively  minor 
differences  between  the  two  measures. 

Only  eighteen  Democrats  and  two  Republi- 
cans resisted  the  economy  wave  in  the  Senate 
as  the  Administration  plan  sailed  through  78- 
20.  Among  those  voting  for  the  measure  was 
Senate  Democratic  leader  Robert  Byrd  (D- 
W.Va.)  Senate  Budget  Committee  Chairman 
Pete  Domenici  (R-N.M.)  said  the  vote  “clearly 
indicates  the  Senate  is  prepared  to  change  its 
spending  habits  . . . Over  the  long  run  we  have 
started  a trend  toard  fiscal  sanity.” 

Before  the  final  vote,  the  Senate  buried,  81 
to  17,  a proposal  by  Sen.  Donald  Reigle  (D- 
Mich.)  to  pare  defense  spending  by  $2  billion 
and  increase  social  program  spending  the  like 
amount. 

As  a result  of  the  actions,  the  committees  of 
Congress  are  now  forced  to  review  their 
legislative  agendas  to  decide  where  programs 
must  be  cut  in  order  to  conform  to  the 
spending  ceilings  imposed  by  the  resolution. 

The  Democratic  budget  plan  that  foundered 
in  the  House  would  have  forestalled  the  two 
major  reductions  in  health  sought  by  the 
Administration  — the  five  percent  cap  on 
federal  Medicaid  contributions  next  fiscal  year 
and  the  block  grant,  25  percent  funding  cut 

(Continued  on  page  163) 
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To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

we  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast, 
we  can  offer  you  selected  financial  assistance, 
we  can  offer  you  management  consulting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact 
nme  today. 

we  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  wilshire  Blvd  , Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (215)  479-5526. 

nRTiann  l meDicHb 
enTBRPRises,  me. 

The  Total  Health  Care  Company 

An  Equal  Opportunity  Employer  M/F 


Bergan  Mercy 
Medical  Building 


No  charge  patient  parking 
Covered  physician  parking 
Full-time  building  director 
Support  services 
MAT  service 


Custom  designed  for  your  needs 
Convenient  location 
Competitive  lease  rates 
• Liberal  office  improvement 
allowance 


professional 

environment 


Directly  connected  to  Bergan  Mercy  Hospital  and  Mercy  Care  Center 


Call  398-6749  for  leasing  information 

7710  Mercy  Road  Omaha,  Nebraska  68124 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  6061 1 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
500  mg  (peach)  Scored  * 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 
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' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


01VLEY  MEDICAL 

SUPPLY  COMPANY 


2425  "O"  Sf.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 
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Pediatric  Drops 


100  mg/ml 
10-ml  size 


Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^□□ISTA 


Dista  Products  Company 
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WHAT  IS  A CURE? 

The  patient  is  69.  He  is  expected  to  live  until 
75. 

Then  he  gets  cancer;  and  he  is  treated  for  it. 

a)  He  dies  at  76.  No  autopsy  is  done. 
Cause  of  death  is  unknown. 

b)  He  dies  at  76.  Autopsy  reveals  cancer. 

c)  He  dies  at  76,  by  being  hit  by  a truck; 
no  autopsy. 

d)  He  dies  at  76,  hit  by  the  truck;  the 
autopsy  shows  cancer. 

In  all  these  instances,  he  outlived  his  life 
expectancy  determined  before  the  cancer,  and 
of  course  his  expectancy  after  getting  the 
malignancy. 

And  we  do  not  know  how  long  he  would  have 
lived  without  specific  treatment,  including 
surgery,  radiation,  and  chemotherapy. 

Nobody  lives  forever.  And  if  the  doctor  kept 
the  patient  alive  well  past  the  calculated  life 
span,  he  might  be  tempted  to  say  that  there 
was  a cure.  For  the  cancer  might  never  have 
killed  him.  He  might  have  succumbed  to  heart 
disease,  or  to  infection,  or  to  the  truck. 

We  cannot  prove  eradication  of  a malig- 
nancy forever,  so  as  to  use  the  word  cure.  On 
the  other  hand,  the  patient  may  meet  the  truck 
only  a week  after  beginning  treatment,  and 
leave  the  statistician  puzzled.  He  must  decide 
if  it  was  a cure  or  a failure.  And  he  cannot 
escape  by  calling  it  trauma  or  anything  else, 
because  that  is  taking  the  case  out  of  the 
series,  and  that  must  never  be  done.  When  you 
say  that  a case  does  not  belong  in  the  series, 
you  do  not  have  a series. 

The  patient  must  die  of  something  else,  and 
then  have  a cancer-negative  autopsy,  to  call  it 
cured,  and  even  that  may  not  be  good  enough. 

I think  that  if  he  outlives  his  life  expectancy, 
after  being  struck  by  malignancy,  your  treat- 
ment goes  in  the  plus  column,  and  the  word 
cure  may  not  be  bad.  You  cured  him  of  dying  of 
cancer;  that  is  enough. 

Remember,  nobody  lives  forever. 

F.C. 


ON  PAIN 

Not  all  of  us  bear  pain  easily.  The  same 
stimulus  may  evoke  a greater  response  from 
one  than  from  another.  Or  the  pain  suffered  in 
silence  is  like  the  tree  in  the  forest  that  falls 
without  a sound. 

The  same  stimulus  is  not  the  same  pain.  My 
toothache  is  not  yours,  and  I may  be  brave  as 
you  if  I cry  out  and  you  do  not,  and  how  can  we 
tell?  The  coward  in  battle  deserves  praise,  for 
he  fights  when  he  is  afraid;  while  the  hero  has 
not  sense  enough  to  run  away. 

And  while  you  may  not  agree  that  I am  as 
courageous  a one  as  you  will  find,  remember 
that  my  pain  stimulus  is  not  of  my  doing,  and 
my  reaction  is  thrust  upon  me. 

In  evaluating  pain,  and  the  sufferer,  the 
weeper  wants  as  much  consideration  as  the 
stoic  then,  and  is  to  be  taken  as  seriously.  You 
cannot  feel  his  pain,  and  his  suffering  is  not 
yours.  His  stimulus  may  be  greater  than  yours, 
and  his  reactive  mechanism  less  protective,  so 
that  he  suffers  more  than  you  do. 

If  he  says  he  hurts,  believe  him. 

F.C. 


A NEW  OPERATION: 

THE  BREAST  TRANSPLANT 

A woman  feels  and  looks  radically  different 
after  radical  or  modified  radical  mastectomy, 
and  why  not  do  breast  transplants?  You  could 
connect  the  very  small  arteries  by  micro- 
surgery, or  try  joining  the  large  vessels.  I leave 
that  to  the  surgeons;  I just  thought  up  the 
idea. 

Donor  breasts  should  be  easy  to  get  and  to 
store.  If  the  graft  succeeds,  the  lady’s  outlook 
on  life  will  be  vastly  different  from  what  now 
follows  mastectomy.  I wonder  if  it  can  be  done. 

It’s  worth  a try.  She  could  have  the 
transplant  along  with  the  mastectomy,  all  in 
one  stage,  like  putting  in  a new  heart.  The 
number  of  donors  is  only  half  the  number  of 
those  with  hearts  to  be  had,  but  there  are  two 
breasts  for  every  heart.  Lefts  and  rights  may 
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not  be  the  same,  but  I don’t  think  that  is 
important. 

Meanwhile,  there  is  a large  emotional 
element,  and  women  are  not  always  happy 
when  they  see  and  touch  themselves  after 
breast  amputation. 

F.C. 


WILL  HEART  DISEASE  KEEP  YOU 
FROM  GETTING  CANCER? 

I know  two  doctors  who  went  to  school 
together.  One  has  cancer,  and  the  other  has 
heart  disease.  But  the  one  with  the  malignancy 
does  not  have  heart  disease,  and  the  one  with 
heart  disease  has  no  cancer.  Now  people  do 
not  often  get  two  things  at  once,  but  the 
conclusion  seems  inescapable,  I think,  that  you 
are  going  to  live  the  usual  life-span  length  of 
time,  and  you  are  then  going  to  get  one  thing  to 
end  your  days  here.  Sarcoma  may  not  go  hand 
in  hand  with  renal  pathology,  and  Alzheimer’s 
disease  may  have  nothing  to  do  with  leukemia. 

And  I wonder,  why  didn’t  the  first  of  my 
friends,  the  one  with  cancer,  get  heart  disease? 
He  is  as  old  as  his  colleague,  the  one  with  the 
bad  heart.  And  why  didn’t  the  friend  with 
cardiac  disease  get  cancer,  as  his  friend  did? 
He  is  old  enough. 

But  the  friend  with  malignant  disease  has  a 
sound  heart,  and  the  one  with  the  sick  heart  is 
not  on  chemotherapy  or  radiation.  You  are 
going  to  die  of  one  thing,  and  that  thing  will 
keep  you  from  getting  anything  else.  It  will 
stand  there  and  say,  I’ll  take  over  here. 


To  say  that  the  patient  with  cancer  does  not 
live  long  enough  to  get  something  else,  is  not 
right.  He  did  live  long  enough,  and  he  did  not 
get  anything  else.  I think  that  cancer  may  keep 
you  from  getting  heart  disease;  and  heart 
failure  may  protect  you  against  malignancy. 

F.C. 


TELL  THE  PATIENT: 

YOU  CAN  DO  IT 

Piaget  taught,  the  child  is  the  educator,  not 
the  teacher.  And  I have  read  that  if  the  student 
has  not  learned,  the  teacher  has  not  taught. 

Somebody  said  that  inside  a fat  person  there 
is  a thin  one  wanting  to  get  out. 

Dostoevsky  wrote  that  every  man  carries 
the  executioner  in  him. 

I heard  Sagan  say,  the  cosmos  is  within  us. 

Schweitzer  told  Cousins  that  every  patient 
carries  his  own  doctor  inside  him. 

And  a friend  told  me  that  any  healing  there 
is,  is  within  us. 

The  French  say,  you  die  alone.  But  you  keep 
yourself  alive,  too. 

You  are  alone;  but  you  are  never  really 
alone.  There  is  always  help. 

But  you  have  to  help,  too. 

Go  one  more  round. 

You  can  do  it. 

F.C. 
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ORIGINAL  ARTICLES 


Postmastectomy  Breast  Reconstruction 


A S a result  of  many  articles  written 
/%  in  national  magazines,  a woman 
-L  A.  facing  a mastectomy  for  breast 
cancer  not  uncommonly  will  question  her 
surgeon  about  possible  breast  reconstruction. 
Today,  many  women  no  longer  accept  the 
postmastectomy  deformity  as  the  price  for 
successful  removal  of  breast  cancer.  They 
believe  they  have  the  right  to  restoration  of 
body  image,  especially  if  the  primary  is  small 
and  has  a good  prognosis. 

Until  the  mid- 1970’s,  breast  reconstruction 
required  staged  procedures  over  periods  of 
months  to  years  and  was  usually  associated 
with  average  results  at  best.  However,  the 
introduction  of  the  myocutaneous  flap  concept 
and  the  delineation  of  the  cutaneous  territories 
for  selected  muscles  generated  an  impetus  of 
enthusiasm  for  breast  reconstruction.  Using 
the  latissimus  dorsi  myocutaneous  flap,  a 
reliable  and  satisfactory  method  for  breast 
reconstruction  is  now  available. 

Clinical  considerations 

Not  all  women  seeking  plastic  surgery 
consultation  are  suitable  candidates  for  breast 
reconstruction.  Patients  must  be  evaluated  in 
relation  to  their  general  condition  and  to  the 
staging  of  the  carcinoma  itself.  Systemic 
diseases,  such  as  arteriosclerotic  heart  disease, 
must  be  carefully  evaluated  pre-operatively. 
Insulin  dependent  diabetes  is  a relative  contra- 
indication to  reconstruction  involving  im- 
plantation of  a silicone  prosthesis. 

The  staging  of  the  tumor  may  mitigate 
against  reconstruction  completely  or  postpone 
the  timing  of  the  reconstruction  until  adjunc- 
tive therapy  has  been  completed. 

Primary  carcinomas  less  than  2 cm  may 
undergo  reconstruction  early;  whereas,  tumors 
greater  than  2 cm  will  require  adjunctive 
therapy  or  a two  year  period  of  observation. 
Fixation  of  the  primary  to  the  chest  wall  or 
inflammatory  carcinoma  are  contra-indications 
to  reconstruction. 

Axillary  involvement  by  direct  tumor  ex- 
tension or  the  presence  of  positive  nodes  in  the 
apex  of  the  axilla  represent  contra-indications 
to  reconstruction.  The  presence  of  three  or 
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less  microscopically  positive  low  axillary 
lymph  nodes  would  not  preclude  early  recon- 
struction in  the  otherwise  favorable  candidate. 
Patients  with  more  than  three  positive  nodes 
would  be  re-evaluated  after  adjunctive  radia- 
tion or  chemotherapy  has  been  completed. 

The  presence  of  distant  metastasis  to 
visceral  organs  constitutes  a contra-indication 
to  reconstruction.  However,  if  solitary  soft 
tissue  or  bony  metastasis  are  controlled  by 
additive  therapy,  breast  reconstruction  could 
be  performed  in  selected  patients. 

The  necessity  for  adjunctive  therapy  does 
not  contra-indicate  breast  reconstruction. 
Since  the  latissimus  dorsi  myocutaneous  flap 
carries  its  own  blood  supply  into  the  chest 
wound,  the  radiation  effects  on  the  recipient 
blood  supply  will  not  affect  the  viability  of  the 
transposed  flap.  Secondly,  there  is  no  data  to 
suggest  that  chemotherapy  has  any  adverse 
effects  on  a prosthesis  or  vice  versa.  However, 
the  sequelae  of  chemotherapy  must  be  re- 
versed prior  to  the  reconstruction. 

Latissimus  dorsi  myocutaneous  flap 

The  latissimus  dorsi  muscle  is  a flat 
triangular  muscle  which  originates  from  the 
lower  thoracic,  lumbar  and  sacral  spines  and 
the  posterior  iliac  crest  and  inserts  into  the 
humerus.  It  is  well  vascularized  by  the 
thoracodorsal  artery  high  in  the  axilla.  It  is  an 
expendable  muscle  with  no  apparent  signifi- 
cant functional  loss. 

The  amount  of  skin  deficiency  over  the  chest 
wall  is  outlined  as  an  ellipse  on  the  back  over 
the  ipsilateral  latissimus  dorsi  muscle.  The 
skin  island  is  incised  to  the  muscle  fascia.  The 
muscle  is  separated  from  the  overlying  re- 
maining skin  and  from  its  origin  along  the 
vertebral  spines  and  iliac  crest.  Following 
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Figure  2 & 3.  Three  months  post  bilateral  breast 
reconstruction  with  latissimus  dorsi  myocutaneous 
flaps. 


excision  of  the  old  mastectomy  scar,  a sub- 
cutaneous tunnel  is  created  from  the  donor  site 
of  the  back  through  the  axilla  to  the  anterior 
chest  wall.  The  island  of  skin  and  latissimus 
dorsi  muscle  are  transposed  as  a composite 


flap  through  the  axillary  tunnel  into  the 
recipient  site.  The  muscle  layer  is  sutured  into 
position,  replacing  absent  pectoralis  muscle.  A 
silicone  prosthesis  is  inserted  beneath  the 
muscle.  When  the  skin  is  closed,  two  layers  of 
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tissue  cover  the  implant.  The  skin  margins  of 
the  donor  site  are  advanced  and  closed 
primarily  as  a straight  line. 


Case  report 

This  54  year  old  white  female  requested 
breast  reconstruction  three  years  after  bi- 
lateral modified  radical  mastectomies  for  small 
primary  lesions  with  negative  lymphadeno- 
pathy.  A sparcity  of  skin  was  noted  over  the 
anterior  chest  wall  (fig.  1).  The  work-up  for 
distant  metastasis  was  negative. 

Postoperatively,  there  is  good  symmetry  of 
the  breast  mounds  with  adequate  cleavage 
(fig.’s  2 & 3).  The  breasts  are  soft  to  palpation. 


Summary 

The  latissimus  dorsi  myocutaneous  flap 
offers  a reliable  and  satisfactory  method  for 
breast  reconstruction  in  the  postmastectomy 
patient.  This  procedure  allows  a one  stage,  one 
hospitalization  method  to  alleviate  the  nega- 
tive body  image  suffered  by  many  of  the 
mastectomy  patients.  The  incidence  of  com- 
plications is  extremely  small  and  the  results 
are  quite  satisfactory.  It  is  hoped  that  the 
availability  of  satisfactory  breast  reconstruc- 
tion may  make  women  less  reluctant  to 
promptly  seek  treatment  upon  discovery  of  a 
breast  lump  and,  consequently,  present  them- 
selves to  their  general  surgeons  for  treatment 
at  an  earlier  stage. 

References  may  be  obtained  from  the 
authors. 
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Toxic  Shock  Syndrome 


TOXIC  shock  syndrome  is  a severe 
life-threatening  illness  that  may 
occur  in  young  menstruating 
females  and  which  appears  to  be  associated 
with  tampon  use.  The  illness  has  recently  been 
thrust  into  the  limelight  by  extensive  media 
coverage. 

A typical  case  of  toxic  shock  syndrome  was 
recently  encountered  in  a young  college  student. 

Case  report 

The  patient  was  a 20  year  old  student 
previously  in  excellent  health.  She  became  ill 
48  hours  prior  to  admission  with  nausea, 
vomiting,  and  diarrhea.  Her  illness  began  on 
the  third  day  of  a normal  menses  for  which  she 
was  using  tampons.  24  hours  before  hospitali- 
zation, she  was  admitted  to  UNL  Student 
Health  Center  with  a tentative  diagnosis  of 
acute  gastroenteritis  with  dehydration.  She 
received  an  I.V.  infusion.  Overnight  her  fever 
reached  105.3C  and  an  exudative  pharyngitis 
developed.  On  the  following  morning  a throat 
culture  w'as  done  and  she  later  received  1.2 
million  units  of  penicillin  G.,  I.M.  Later  in  the 
day  she  became  increasingly  listless  and  was 
hospitalized. 

Physical  examination  on  admission  revealed 
an  acutely  ill  young  lady  with  a sunburn-like 
macular  erythrodermia  and  circumoral  pallor. 
T.  102c  F,  P.  1 10,  B.P.  80/56.  The  pharynx  was 
inflamed  with  edema  of  the  uvula  and  exudate 
on  the  anterior  pillars.  Examination  was 
otherwise  normal. 

Within  3 hours  after  admission,  her  fever 
spiked  to  104.6°  F and  her  blood  pressure  fell 
to  66/38.  She  became  shocky  and  somewhat 
mentally  obtunded.  Urinary  output  fell  to  a low 
of  7 ml  per  hour.  She  was  transferred  to  MICU 
and  treated  vigorously  with  intravenous  fluids, 
Lasix,  and  Aramine.  She  received  a total  of  3.5 
gm  of  Solu-Medrol  and  8 units  of  25% 
albumin.  Blood  pressure  stabilized  and  urine 
flow  improved.  Antibiotic  therapy  was  initiated 
with  tobramycin  and  sodium  nafcillin.  Tobra- 
mycin was  stopped  when  results  of  her  vaginal 
culture  were  known. 

By  the  second  hospital  day  severe  inflam- 
mation of  the  vulva  and  vagina  with  superficial 
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ulcerations  developed.  The  abdomen  became 
distended  with  findings  suggesting  ascites,  and 
watery  green  diarrhea  began.  There  was 
profound  muscle  weakness  with  intact  deep 
tendon  reflexes.  She  was  unable  to  sit  or  to  lift 
her  legs.  On  the  fifth  hospital  day  a hacking 
cough  developed  and  x-rays  showed  severe 
bilateral  pleural  effusions.  This  condition 
responded  to  oxygen  therapy,  diuretics  and 
thoracentesis.  Thereafter,  recovery  was  grad- 
ual allowing  for  dismissal  by  the  11th  hospital 
day.  By  then,  generalized  desquamation  of  her 
skin  was  present. 

Pertinent  laboratory  values  are  noted  in 
Table  1.  The  throat  culture  from  UNL  Student 
Health  Center  was  negative  for  beta  hemolytic 
streptococci  and  three  blood  cultures  taken  on 
admission  to  hospital  were  negative.  Culture  of 
her  tampon  and  urine  culture  both  revealed  a 
rapid  overnight  growth  of  Staphylococcus 
aureus  sensitive  to  methicillin,  cephalothin, 
clindamycin,  erythromycin,  gentamycin,  and 
resistant  to  penicillin  G and  ampicillin.  Ad- 
mission and  followup  streptozyme  studies 
were  negative.  Stool  cultures  were  negative  for 
S.  aureus  and  enteric  pathogens. 

Chest  x-ray  on  admission  was  normal.  By  9- 
9-80,  bilateral  pleural  effusions  were  present. 
Thoracentesis  was  carried  out  on  the  right  on 
9-10-80  with  the  removal  of  1000  cc  of  fluid. 
Therafter  x-rays  showed  progressive  clearing. 

She  returned  to  my  office  10  days  after 
dismissal.  She  could  walk  less  than  one  block 
before  developing  dyspnea  and  muscle  fatigue. 
Vaginal  culture  was  negative  for  S.  aureus  and 
chest  x-ray  was  normal.  (See  Table  I for 
additional  lab  studies.) 

History: 

In  1927  Stevens1  reported  two  older 
children  with  local  staphylococcal  infections 
who  developed  erythrodermia,  toxicity,  and 
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TABLE  1 

DATE 


VITAL  SIGNS 
Pulse  (Max) 

BP  (Min) 

Temp  (Max) 

Vital  Capacity  (Predic 

110/64 
105.3 
ed  3.360 

120 

66/38 

104.6 

cc) 

120 

88/54 

101.6 

108 

84/40 

100.2 

88 

110/78 

98.6 

92 

110/82 

98.8 

112 

106/70 

100 

90 

106/80 

97.8 

650 

80 

110/60 

98.8 

90 

92/50 

99 

1700 

88 

90/60 

98.2 

2600 

76 

104/72 

98 

LAB 

CA  (8-10.5) 

7.2 

6.9 

8.1 

8.2 

8.3 

8.0 

8.5 

9.0 

10.1 

Na  (135-145) 

129 

138 

136 

138 

142 

139 

138 

138 

142 

K (3.5-5.5) 

4.6 

3.8 

4.0 

3.8 

2.9 

3.9 

4.5 

5.0 

4.1 

WBC  (4.8-10.8) 

4.8 

7.6 

8.1 

7.1 

19.6 

9.3 

7.6 

HGB  (12-16) 

14.2 

15.2 

13.4 

12.5 

11.7 

11.8 

11.7 

10.9 

12.0 

10.9 

10.6 

CR  (up  to  1.5) 

1.4 

2.5 

2.1 

1.5 

1.3 

1.3 

1.1 

.8 

1.2 

1.5 

P02  (70-105) 

33.1 

69.6 

106.6 

Total  Protein  (6-8) 

4.4 

4.1 

4.7 

4.8 

4.9 

4.6 

5.0 

6.0 

7.5 

Albumin  (3. 5-5. 5) 

2.6 

2.6 

3.1 

3.4 

3.5 

3.1 

3.2 

3.7 

4.6 

Bilirubin  T (.1-1.2) 

1.4 

3.1 

4.0 

2.3 

2.7 

2.7 

2.2 

1.4 

1.0 

Biliribin  D (0-0.4) 

.9 

2.7 

3.6 

1.6 

1.1 

1.0 

.7 

.5 

.3 

CPK  (1-120) 

220 

176 

93 

34 

47 

22 

26 

25 

13 

INTAKE 

1825  + 

3690 

6390 

4560 

2640 

2965 

2400 

3460 

OUTPUT 

480 

3250+ 

2115+ 

2770 

1495 

4090 

5950 

5650 

THERAPY 

Steroids 

Lasix 

X 

X 

X 

Nafcillin 

' J 

1 



_| 

_J 



desquamation.  Aranow  and  Wood2  reported 
the  case  of  a 15  year  old  girl  with  staphy- 
lococcal sepsis  and  a scarlet  fever  like  rash 
with  desquamation  in  1942.  Three  cases  of 
scarlet  fever  like  illness  due  to  staph  infection 
in  young  women  were  reported  in  1960  by 
Dunnet  and  Schallibaum.3  Two  of  these 
patients  had  staphylococcal  boils  and  the  third 
a septic  abortion. 

Toxic  shock  syndrome  has  many  similarities 
to  the  staphylococcal  scalded  skin  syndrome 
described  in  infants  by  Melish  and  Glasgow4 
and  to  Kawasaki  syndrome  or  mucocutaneous 
lymph  node  syndrome.5  The  term  toxic  shock 
syndrome  was  first  used  by  Todd  et  al6  in 
describing  a syndrome  of  fever,  generalized 
erythrodermia,  conjunctival  hyperemia,  sub- 
cutaneous edema,  hypotension,  renal  failure, 
and  liver  injury  in  young  children.  The  disease 
was  associated  with  phage  group  I staphylo- 
coccal disease  in  their  seven  cases. 

In  May  1980,  The  Communicable  Disease 
Center7  reported  on  55  cases  of  toxic  shock 
syndrome  in  young  menstruating  females  that 
had  been  reported  by  health  departments  and 
physicians  across  the  country  beginning 
October  1,  1979.  An  association  with  staphy- 
lococcal disease  and  menstruation  was  noted 


but  no  mention  of  tampon  use  was  made  in  this 
original  Morbidity  and  Mortality  Weekly  Re- 
port, A followup  advisory  was  published  in  the 
June  27,  1980  MMWR8  and  in  the  July  1980 
FDA  Drug  Bulletin9  more  fully  describing  the 
disease  and  pointing  out  the  possible  associa- 
tion with  tampon  use. 

Diagnosis: 

TSS  is  characterized  by  the  very  sudden 
onset  of  nausea,  vomiting,  diarrhea,  high  fever, 
and  severe  myalgia.  This  is  followed  by  the 
development  of  a generalized  sunburn  like 
rash  and  vascular  collapse  with  evidence  of 
multi-organ  system  damage.  In  one  or  two 
weeks  generalized  desquamation  of  the  skin 
occurs.  Onset  is  usually  within  the  first  5 days 
after  the  onset  of  menses  and  most  victims  are 
tampon  users.  Vaginal  cultures  are  positive  for 
hemolytic  Staphylococcus  aureus.  TSS  does 
occur  in  males  and  non-menstruating  females 
in  association  with  staphylococcal  sepsis  else- 
where than  the  vagina.  The  disease  apparently 
represents  a toxemia  in  tampon  users  (not  a 
septicemia).  Blood  cultures  are  usually  not 
positive  for  Staphylococcus  aureus,  although 
this  can  occur. 

The  criteria  for  diagnosis  of  TSS  as  defined 
by  the  CDC10  are  noted  in  Table  2. 
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TABLE  2.  Toxic-Shock  Syndrome  Case 
Definition 

1.  Fever  (temperature  > 38.9  C {102  F|) 

2.  Rash  (diffuse  macular  erythroderma). 

3.  Desquamation,  1-2  weeks  after  onset  of  illness,  par- 
ticularly of  palms  and  soles. 

4.  Hypotension  (systolic  blood  pressure  < 90  mm  Hg.  for 
adults  or  < 5th  percentile  by  age  for  children  <16  years 
of  age,  or  orthostatic  syncope). 

5.  Involvement  of  3 or  more  of  the  following  organ  systems: 

A.  Gastrointestinal  (vomiting  or  diarrhea  at  onset  of 
illness). 

B.  Muscular  (severe  myalgia  or  creatine  phosphokinase 
level  > 2 x ULN*). 

C.  Mucous  membrane  (vaginal,  oropharyngeal,  or  con- 
junctival hyperemia). 

D.  Renal  (BUN**  or  Cr***  > 2 x ULN  or  > 5 white 
blood  cells  per  high-power  field  — in  the  absence  of 
a urinary  tract  infection). 

E.  Hepatic  (total  bilirubin,  SGOT****  or  SGPT***** 
> 2 x ULN). 

F.  Hematologic  (platelets  <100,000/mnrb. 

G.  Central  nervous  system  (disorientation  or  altera- 
tions in  consciousness  without  focal  neurologic  signs 
when  fever  and  hypotension  are  absent). 

6.  Negative  results  on  the  following  tests,  if  obtained: 

A.  Blood,  throat,  or  cerebrospinal  fluid  cultures. 

B.  Serologic  tests  for  Rocky  Mountain  spotted  fever, 
leptospirosis,  or  measles. 

*Twiee  upper  limits  of  normal  for  laboratory 
**Blood  urea  nitrogen  level 
***Creatinine  level 

****Serum  glutamic  oxaloacetic  transaminase  level 
*****Serum  glutamic  pyruvic  transaminase  level. 

Treatment: 

Treatment  is  similar  to  that  afforded  to  any 
patient  in  shock.  Replacement  with  large 
volumes  of  fluid  is  often  necessary.  These 
patients  have  a profound  capillary  leak  of  fluid 
and  protein.  Appropriate  I.V.  fluids  may 
include  saline,  plasma,  albumin  or  whole 
blood.  ARDS  may  develop  and  ventilator 
assistance  may  become  necessary.  Pharma- 
cologic doses  of  corticosteroids  plus  vaso- 
pressors may  be  needed  to  maintain  circula- 
tion. A Swan  Ganz  catheter  or  CVP  line  is 
often  helpful. 

After  cultures,  therapy  with  a penicillinase 
resistant  anti-staphylococcal  drug  is  appropri- 
ate. This  probably  does  not  affect  the  im- 
mediate outcome,  but  is  necessary  to  eradicate 
S.  aureus  from  the  vagina.  There  is  a 


recurrence  rate  of  30%  with  subsequent 
menstrual  cycles  if  this  is  not  done. 

Renal  function  must  be  monitored  carefully. 
A number  of  patients  have  required  hemo- 
dialysis because  of  renal  failure.  Platelet 
transfusions  are  appropriate  if  severe  throm- 
bycytopenia  ensues. 

Epidemiology: 

The  CDC  made  a detailed  study  of  50  cases 
of  TSS  meeting  the  minimum  criteria  outlined 
in  table  2. 1011  These  cases  had  their  onset  in 
July  or  August  1980.  A telephone  survey  was 
conducted.  Each  lady  was  asked  to  provide  the 
names  of  3 female  friends  within  3 years  of 
their  own  age  in  the  same  geographic  area.  All 
of  the  50  cases  used  Tampons  during  the 
menses  associated  with  their  illness  as  com- 
pared to  124  of  the  150  controls  (100%  vs 
83%;  P = 0.006).  Patients  and  controls  were 
questioned  as  to  the  brand  of  tampons  used. 
Some  used  more  than  one  brand  of  tampon 
during  a single  period.  The  distribution  of 
tampon  brands  among  toxic  shock  cases  and 
controls  is  shown  in  table  3. 10 

TABLE  3.  Distribution  of  tampon  brands 
among  toxic  shock  syndrome  cases  and 
controls  using  only  one  tampon  brand 


Tampon 

brand 

Cases 

(N=42) 

Controls 
(N=l  14) 

Rely 

71% 

26% 

Playtex 

19% 

25% 

Tampax 

5% 

25% 

Kotex 

2% 

12% 

OB 

2% 

11% 

The  only  statistically  significant  association 
is  with  the  use  of  Rely  tampons  (P  = 0.001). 
For  a more  detailed  discussion  of  the  statis- 
tical analysis  of  this  study  and  of  another  study 
carried  out  by  the  Minnesota  State  Depart- 
ment of  Health  also  implicating  Rely  tampons, 
the  reader  is  referred  to  the  MMWR  of 
September  19,  1980. 10 

Estimates  at  this  point  suggest  an  occur- 
rence rate  of  3/100,000  women  of  menstrual 
age  per  year,  but  this  is  very  likely  a gross 
underestimate.  Until  now,  only  the  most  severe 
cases  have  been  reported,  and,  of  course,  not 
all  women  of  menstrual  age  are  actually 
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menstruating.  Nevertheless,  the  disease  is  still 
probably  quite  rare. 

The  etiologic  role  of  Staphylococcus  aureus 
seems  certain,  but  investigation  continues. 
Ninety  eight  per  cent  of  44  appropriately 
cultured  TSS  cases  had  a positive  vaginal 
culture.  Seven  per  cent  of  55  unmatched  con- 
trol women  from  a family  planning  clinic  had 
positive  vaginal  cultures  for  S.  aureus  during 
menses.10  In  other  cases  of  TSS  occurring  in 
males  and  non-menstruating  females,  S.  aureus 
has  been  isolated  from  focal  lesions  in  bone, 
skin,  or  lung.  S.  aureus  has  not  been  recovered 
from  unused  tampons  in  the  boxes  of  TSS 
patients,11  nor  did  we  recover  this  organism 
from  the  unused  Rely  tampons  brought  in  by 
our  present  patient. 

Discussion: 

Why?  Tampons  have  been  in  use  for  more 
than  twenty  years.  More  than  70%  of  menstru- 
ating ladies  now  use  tampons  and  the  propor- 
tion is  even  greater  in  young  ladies.  Why  are  we 
just  now  recognizing  TSS?  Certainly  it  is  not 
because  we  were  missing  the  diagnosis  prior  to 
a year  ago.  Healthy  young  females  who 
suddenly  go  into  shock  and  later  slough  their 
skin  are  hard  to  miss. 

A number  of  theories  have  been  advanced  to 
explain  TSS: 

1.  Tampons  have  changed  from  simple 
pieces  of  compressed  cotton  to  extremely 
efficient  highly  absorbant  products  containing 
nylon,  polyesters,  methyl  cellulose,  etc.  Rely 
is  reported  to  be  among  the  best  at  completely 
stopping  vaginal  leakage  by  some  of  my  more 
athletic  patients.  This  efficiency  may  provide  a 
matrix  for  menstrual  blood  to  support  rapid 
proliferation  of  S.  aureus  and  at  the  same  time 
allow  for  longer  intervals  between  changes. 

2.  Tampon  use  might  cause  retrograde 
menstruation  forcing  blood  into  the  fallopian 
tubes  and  peritoneum  and  carrying  along  S. 
aureus  and  associated  toxins. 

3.  Plastic  insertion  tubes  for  tampons  may 
traumatize  the  vagina  enough  to  allow  for  more 
ready  absorption  of  S.  aureus  toxin. 

4.  We  may  be  dealing  with  a new  or  unique 
strain  of  S',  aureus.  The  organism  cultured  in 
the  present  case  was  a rapidly  growing,  beta 
lactamase  producing  organism  not  unlike  the 


organisms  often  cultured  in  hospital  settings 
from  patients  with  staph  pneumonia  or  septi- 
cemia. As  will  be  noted  from  the  foregoing 
historical  notes,  TSS  is  really  not  a new 
disease,  but  really  a new  encounter  with  an  old 
enemy.  S.  aureus  is  a notorious  toxin  producer. 
Staph  food  poisoning  is  a common  example  of 
toxin  produced  illness  with  symptoms  very 
similar  to  those  seen  at  the  onset  of  TSS.  Our 
frequent  use  of  antibiotics  for  treatment  of  all 
kinds  of  minor  ailments  such  as  acne,  respira- 
tory infections,  and  the  like,  may  be  selecting 
out  a new  strain  of  super  S.  aureus  with  a very 
potent  ability  to  produce  toxin. 

What  advice  should  we  give  to  our  menstru- 
ating patients?  It  is  very  easy  for  a male 
physician  to  simply  say,  “Don’t  use  tampons”. 
However,  tampons  represent  a great  con- 
venience to  today’s  active  women  and  to  those 
who  experience  heavy  menstrual  flow  requiring 
greater  protection  than  just  a napkin.  Many  of 
my  patients  intend  to  continue  using  tampons. 
Women  who  choose  to  use  tampons  can  reduce 
their  risk  by  using  them  only  intermittently. 
Napkins  should  be  used  for  part  of  each  24 
hours  to  allow  for  unimpeded  menstrual 
drainage.  If  fever  or  vomiting  develops  during 
menstruation,  the  tampon  should  be  removed 
immediately  and  a physician  consulted. 
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Prevalence  of  Injuries  in  Patients 
Brought  by  Ambulance  to  Eleven 
Omaha  Emergency  Rooms 


INJURIES  are  a serious  problem 
common  to  all  societies.  The 
magnitude  of  the  problem  of 
the  injured  is  well  documented  by  the  National 
Safety  Council1  and  other  data-gathering 
organizations.  While  accidental  injury  ranks 
fourth  in  major  health  problem  incidence, 
injury  is  the  number  one  problem  between  the 
ages  of  1-38  years.  The  cost  of  accident  injury 
to  the  American  public  amounts  to  68  billion 
dollars  annually  (National  Safety  Council 
1979),  making  it  one  of  the  more  serious  health 
problems  and  deserving  a more  critical  analysis 
than  it  has  been  receiving  in  the  past  years. 
Recognizing  this  need,  a group  of  researchers 
investigated  the  types  of  injuries  to  individuals 
seeking  emergency  services  in  the  Omaha, 
Nebraska  area. 

This  article  describes  the  findings  of  this 
study  regarding  (1)  common  traits  of  the 
injured,  (2)  the  types  and  severity  of  the 
injuries,  and  (3)  the  prevalence  of  anatomical 
involvement  of  injury  episodes. 

Common  traits  of  the  injured 

Data  were  collected  and  analyzed  on  a 
sample  of  4,543  patients  transported  by 
ambulance  to  eleven  Omaha  emergency  de- 
partments during  a one-year  period.  Compari- 
son of  the  findings  with  those  represented  in 
the  literature  revealed  some  inconsistencies. 
Subjects  included  in  the  study  were  found  to 
be  almost  equally  divided  between  males 
(52.1%)  and  females  (44.3%);  while  the  Na- 
tional Safety  Council  (1979)  and  the  Metro- 
politan Life  Insurance  Company  ( 1 9 7 3 ) 2 found 
that  more  than  twice  the  number  of  males  were 
involved  in  injury  events  as  were  females.  The 
age  distribution  for  the  subjects  indicated  that 
most  of  the  subjects  were  between  the  ages  of 
11-30  years  (58.8%).  The  ages  of  the  largest 
group  of  individuals  seeking  emergency  serv- 
ices were  between  20  to  30  years  (35.1%),  and 
then  the  frequency  steadily  decreased  with 
subjects  51  years  of  age  or  older  constituting 
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only  15.1%  of  the  sample.  These  findings  are 
not  reflective  of  those  of  Ferguson  (1974), 
Kraus  (1975), 4 Schwenger  (1975), 5 or  Wan 
(1975), 6 who  found  that  the  highest  incidence 
of  injury  occurred  in  the  groups  of  20  years  of 
age  or  younger,  and  55  years  of  age  and  older. 
The  subjects  were,  however,  in  agreement  with 
the  literature  in  that  the  first  marked  increase 
in  the  incidence  of  injury  episodes  occurred 
between  the  ages  of  15  and  16  years. 

The  highest  frequency  of  admission  via  the 
ambulances  occurred  in  the  months  of  July 
(10.0%),  May  (9.4%),  and  August  (9.2%)  and 
the  lowest  admission  month  was  November 
(6.5%).  Of  the  2,967  individuals  who  had 
arrival  times  recorded,  the  greatest  number  of 
patients  arrived  at  the  emergency  room  be- 
tween the  hours  of  4:00  p.m.  and  8:00  p.m. 
(26.1%)  with  slightly  fewer  patients  arriving 
between  the  hours  of  12:00  p.m.  to  4:00  p.m. 
(22.9%)  The  period  of  time  in  which  admission 
activity  was  lowest  was  between  4:00  a.m.  and 
8:00  a.m.  (4.9%). 

Types  and  severity  of  injuries 

Of  the  individuals  seeking  emergency  serv- 
ices, 84.9%  of  them  were  seeking  care  for 
injury  while  the  remainder  were  seeking 
services  for  the  treatment  of  a disease  process. 
Vehicular  injuries  accounted  for  45.3%  of  the 
injuries  in  the  subjects  investigated  while  the 
remaining  54.7%  were  nonvehicular. 

Analysis  of  specific  vectors  was  reported  on 
3,662  (80.6%)  injury  episodes.  Specific  in- 
cidences include  41.2%  for  injuries  produced 
by  hard  surfaces  and  28.3%,  10.7%,  and  9.4%, 
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respectively,  for  injuries  produced  by  blunt 
objects,  sharp  objects,  and  toxins.  Injuries 
caused  by  firearms,  falling  objects,  flame,  and 
hot  substances  accounted  for  less  than  2% 
each  of  the  total  incidence. 

The  total  number  of  diagnoses  recorded 
were  6,218  which  exceeds  the  total  number  of 
individuals  in  the  sample,  as  some  multiple 
diagnoses  were  made.  The  four  top  ranking 
diagnoses  were  (1)  unspecified  injury,  1,715 
(27.6%);  (2)  lacerations,  1,324  (21.3%); 

(3)  fractures,  715  (11.5%);  and  (4)  other 
musculoskeletal  injury,  706  (11.3%).  These 
four  top  ranking  diagnoses  were  found  to  be 
most  frequently  associated  with  vehicular 
trauma. 

Patient  disposition  from  the  emergency 
departments  were  recorded  on  3,869  (85.2%) 
of  the  individuals.  Discharge  to  the  individual’s 
home  accounted  for  the  highest  number  of 
patients  (2,230  or  57.6%)  and  dead  on  arrival 
(DOA)  at  the  emergency  room  accounted  for 
the  lowest  number  of  individuals  (17  or  0.4%). 
The  severely  injured,  those  admitted  to  the 
operating  room  or  intensive  care  units  within 
24  hours,  constituted  666  (17.2%)  of  the 
sample. 

Prevalence  of  anatomical  involvement 
in  injury  episode 

Data  on  the  gross  anatomical  structures  of 
head,  upper  and  lower  extremities,  face,  back, 
neck,  chest,  and  abdomen/pelvis  were  ob- 
tained. Information  on  body  part  involvement 
was  recorded  in  5,267  (81.8%)  of  the  incidents. 
The  lower  extremities  were  most  frequently 


injured,  1,391  (41.2%)  of  the  cases;  with  injury 
to  the  head,  1,247  (37.0%);  and  upper  ex- 
tremities, 1,048  (31.1%)  being  second  and 
third  in  frequency.  The  remaining  five  body 
parts  (face,  back,  neck,  chest,  and  abdomen/ 
pelvis)  decreased  rapidly  in  involvement, 
ranging  from  17.9%  to  4.3%  respectively  in  the 
percent  of  cases. 

Summary 

Although  some  limitations  were  found  in 
describing  the  sample,  the  investigation  ac- 
complished the  aim  of  identifying  the  char- 
acteristics of  injured  patients.  The  data 
analyzed  in  this  study  provided  helpful  in- 
formation for  the  planning  of  future  research 
projects  involving  the  traumatized  patient. 
Findings  indicate  that  the  most  productive 
sample  for  future  research  should  include 
patients  with  fractures  and  other  musculo- 
skeletal injuries  and  that  this  sample  would 
consistently  be  available  throughout  the  year. 
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Changing  PR  Interval  in  a Patient  with 
Acute  Inferior  Myocardial  Infarction 


Summary 

A 63  year  old  woman  was  admitted  to  the 
hospital  with  acute  inferior  myocardial  infarc- 
tion. Routine  monitoring  showed  sinus  rhythm 
with  marked  spontaneous  variation  in  the  PR 
interval.  The  PR  interval  abruptly  changed 
from  200  ms  to  480  ms.  The  possible 
electrophysiologic  mechanisms  are  discussed. 
We  believe  our  patient  has  dual  AV  nodal 
pathways,  one  with  fast  and  the  other  with  slow 
conduction  velocity.  Even  though  the  basic 
electrophysiologic  prerequisite  for  AV  nodal 
re-entrant  supraventricular  tachycardia  was 
present  in  our  patient,  supraventricular  tachy- 
cardia was  not  documented  and  there  was  no 
history  of  symptoms  suggestive  of  such  an 
arrhythmia. 

Introduction 

MOE  and  associates,  in  1956,  pro- 
vided convincing  evidence  for 
the  presence  of  dual  atrioven- 
tricular pathways  in  dogs.1  In  patients  with 
supraventricular  tachycardia  it  is  often  possible 
to  demonstrate  dual  AV  nodal  pathways  using 
programmed  stimulation.2  Sudden,  spon- 
taneous changes  in  PR  interval  suggestive  of 
dual  AV  nodal  pathways  have  been  observed 
in  some  patients.3  4 In  this  report  we  describe  a 
patient  who  demonstrated  spontaneous  varia- 
tion in  AV  conduction  time  during  ECG 
monitoring. 

Case  report 

The  patient  was  a 63  year  old  woman 
admitted  to  the  hospital  with  sudden  onset  of 
severe  anterior  chest  pain  and  syncope.  She 
had  been  in  excellent  health  in  the  past  and 
gave  no  history  of  previous  cardiac  symptoms. 
On  admission  the  electrocardiograms  revealed 
marked  sinus  bradycardia  at  a rate  of  35  beats 
per  minute  and  ST  segment  elevation  in  leads 
II,  III,  and  AVF.  Serial  enzymes  and  electro- 
cardiograms confirmed  the  evolution  of  an 
acute  inferior  myocardial  infarction.  A tem- 
porary transvenous  pacemaker  was  inserted. 
During  paced  rhythm  retrograde  atrial  de- 
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VINCENT  RUNCO,  M.D. 

MICHAEL  H.  SKETCH,  M.D. 

Division  of  Cardiology 

Creighton  University  School  of  Medicine 

Omaha,  Nebraska 

polarizations  were  noted  with  an  RP  interval  of 
240  milliseconds.  The  patient’s  subsequent 
hospital  course  was  uncomplicated.  The  pace- 
maker was  removed  on  the  5th  day  and  the 
patient  was  discharged  on  the  14th  day. 
During  electrocardiographic  monitoring  in  the 
Coronary  Care  Unit  sinus  rhythm  with  2 widely 
different  PR  itnervals  were  noted.  The  PR 
intervals  varied  between  200  and  480  ms. 

ECG  analysis 

Figure  I is  a representative  sample  of  a 
continuous  rhythm  strip.  The  basic  rhythm  is 
sinus  with  sinus  arrhythmia  and  rare  atrial 
ectopic  beats.  The  sinus  cycle  length  varied 
between  800  and  920  ms.  P waves  4 and  15 
have  different  configurations  and  are  atrial 
ectopic  beats.  The  PR  interval  in  beats  1 to 

14  measured  480  ms.  The  PR  interval  of  beat 

15  is  240  ms  and  PR  intervals  of  beats  16  to  22 
measured  200  ms. 

Discussion 

Theoretically,  the  phenomenon  seen  in 
Figure  I can  be  explained  by  at  least  three 
mechanisms: 

a)  Concealed  junctional  or  ventricular  pre- 
mature contractions  (concealed  bigeminy)  dur- 
ing beats  1 to  14.  We  believe  this  is  unlikely 
since  during  several  days  of  continuous  moni- 
toring no  manifest  ectopic  ventricular  or 
junctional  activity  was  noted. 

b)  The  change  in  PR  interval  is  purely  a 
manifestation  of  sinus  arrhythmia.  Since  RP 
interval  is  an  indirect  measure  of  the  recovery 

•Reprint  requests:  Aryan  N.  Mooss,  M.D.,  Division  of  Cardiology,  Creighton 
University  School  of  Medicine,  601  No.  30th,  Omaha,  Nebraska  68131 


152  Nebraska  Medical  Journal  July  1981 


FIGURE  I 

Continuous  ECG  rhythm  strip  leads  1 and  2 with  ladder  diagrams.  See  text  for  details. 


of  the  AV  node,  a short  RP  interval  may  find 
the  sinus  impulse  reaching  the  AV  node  while 
the  latter  is  still  in  its  relative  refractory  period 
and  result  in  prolonged  AV  conduction.  This 
theory  cannot  explain  the  observation  that 
beats  4 and  5,  with  widely  different  RP 
intervals,  namely  200  and  520  ms  respectively, 
have  identical  PR  intervals  of  480  ms.  If  time 
dependence  of  AV  nodal  refractoriness  is  the 
etiologic  mechanism  for  the  changing  PR 
interval,  one  would  expect  beat  number  4 to 
have  an  even  longer  PR  interval  since,  when 
compared  to  the  5th  P wave,  the  4th  P wave 
would  have  reached  the  AV  node  at  a time 
when  it  should  have  been  less  responsive  to 
conduction. 

c)  We  believe  that  the  best  explanation  for 
the  phenomenon  seen  in  Figure  I is  that  this 
patient  has  dual  AV  nodal  pathways,  one  with 
fast  conduction  velocity  and  the  other  with 
slow  conduction  velocity.  The  slow  pathway 
has  a shorter  refractory  period.  The  ladder 


diagram  in  Figure  I explains  the  mechanism  of 
AV  conduction.  In  beats  1 to  14  the  RP 
interval  varies  from  200  to  520  ms.  The  sinus 
impulses  are  blocked  in  the  fast  pathways  and 
are  conducted  through  the  slow  pathway.  One 
can  infer  that  the  effective  refractory  period  of 
the  slow  pathway  is  less  than  200  ms.  The 
persistence  of  conduction  in  the  slow  pathway 
can  be  explained  by  retrograde  penetration  of 
the  impulse  from  the  slow  to  the  fast  pathway 
as  shown  in  the  ladder  diagram  (Figure  I). 
Another  possibility  is  that  the  fast  pathway  has 
an  extremely  long  absolute  refractory  period, 
namely  more  than  520  ms.  P wave  number  15, 
which  follows  the  preceding  R wave  by  an  RP 
interval  of  560  ms,  finds  the  fast  pathway 
partially  recovered  and  is  conducted  with  a 
slightly  longer  PR  interval,  240  ms,  than  the 
subsequent  P waves.  It  is  obvious  that  the 
conduction  velocity  in  the  fast  pathway  is  more 
rapid,  even  during  the  relative  refractory 
period  than  in  the  slow  pathway.  P waves  15  to 
22  find  the  fast  pathway  completely  recovered 
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and  are  conducted  with  a PR  interval  of  200 
ms. 

It  is  generally  agreed  that  normal  AV  nodal 
refractoriness  is  both  voltage  and  time  de- 
pendent.5 In  this  case,  the  observation  that  the 
slow  pathway  conducts  with  a constant  PR 
interval,  irrespective  of  changing  RP  interval 
(P  waves  2,  4,  and  5),  suggests  that  the 
electrophysiological  properties  of  this  pathway 
are  markedly  different.  Whether  our  patient 
has  two  anatomically  different  AV  nodal 
pathways  or  has  a functional  longitudinal 
dissociation  secondary  to  acute  ischemia  or  the 
AV  junction  is  not  clear.  Similar  observation 
was  made  by  Asinger  et  al.6  Finally,  it  should 
be  mentioned  that  even  though  the  basic 
electrophysiologic  pre-requisite  for  AV  nodal 
re-entrant  supraventricular  tachycardia,  namely 
functional  longitudinal  dissociation  of  the  AV 
node,  and  evidence  of  ventricular  atrial  con- 
duction" were  present  in  our  patient  supra- 
ventricular tachycardia  was  not  documented 
and  there  was  no  history  of  symptoms  sug- 
gestive of  such  an  arrhythmia.  This  observa- 
tion has  been  made  by  other  investigators.4  7 8 


see  this  patient  and  Mrs.  Jessie  Ester  who 
assisted  in  the  preparation  of  the  manuscript. 
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Down  Memory  Lane 


1.  It  seems  to  be  quite  generally  true,  in 
this  country  at  least,  that  approximately  75  per 
cent  of  the  maternal  deaths  are  due  to 
controllable  causes. 

2.  Malpractice  law  suits  against  the  phy- 
sicians have  increased  more  than  200%  in  the 
past  five  years  over  the  preceding  five,  and 
about  500%  over  the  preceding  ten  years. 

3.  It  shall  be  our  policy  hereafter  to  cut 
references  to  a possible  half  dozen  or  dozen 
and  authors  will  kindly  govern  themselves 
accordingly. 

4.  The  registered  attendance  at  our  Ne- 
braska annual  meeting  was  420;  the  registered 
attendance  at  the  meeting  of  the  Missouri 
State  Medical  Society  was  378.  Missouri’s 
population  is  about  twice  that  of  Nebraska. 

5.  Dieticians  who  tell  fat  people  how  to 
reduce  never  had  a real  man’s  appetite. 

6.  The  laying  of  the  cornerstone  of  the  new 
Douglas  County  (Omaha)  hospital  occurred 
May  7. 

7.  In  a maternal  mortality  study  conducted 
by  the  Federal  Children’s  Bureau  in  coopera- 


tion with  state  medical  societies  and  state 
divisions  of  maternity  and  infancy  data  were 
secured  relative  to  the  prenatal  care  of  5,636 
fatal  cases  of  which  53  per  cent  received  no 
care  and  72  per  cent  inadequate  prenatal  care. 

8.  The  struggle  against  tuberculosis  is  a 
different  kind  of  a fight  than  it  was  a 
generation  ago.  Instead  of  an  unequal  and 
uncertain  ordeal  with  the  advanced  stages  of 
the  disease,  it  is  now  a matter  of  early 
diagnosis. 

9.  The  question  of  an  executive  secretary 
for  the  Nebraska  State  Medical  Association  is 
being  considered  by  a committee  with  full 
power  to  act.  This  editor  has  always  favored 
the  proposition  of  an  executive  secretary 
provided  the  right  kind  of  a person  can  be 
gotten. 

10.  The  road  to  efficiency  in  the  practice  of 
obstetrics  is  not  short  nor  is  it  easy. 

The  Nebraska  State  Medical  Journal 
July,  1931 

F.C. 
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President's  Page 


This  being  my  first  opportunity  to  com- 
municate with  the  membership  of  the  Ne- 
braska Medical  Association  via  the  Journal,  I 
would  like  to  extend  my  appreciation  to  the 
many  members  who  have  supported  me  over 
the  years,  and  particularly  the  House  of 
Delegates  who  elected  me  to  this  position.  I 
want  to  assure  all  of  you  that  I will  do  my 
utmost  to  maintain  and  improve  the  image, 
prestige,  and  efficiency  of  the  Nebraska 


Medical  Association,  in  order  to  best  serve  the 
needs  and  desires  of  our  members.  I am 
particularly  concerned  that  we  remain  unified 
in  our  purpose,  to  preserve  the  highest  quality 
of  medical  care  under  a free  enterprise  system, 
and  that  we  expand  our  membership  in  County 
societies,  the  State  Association,  and  in  the 
American  Medical  Association. 

It  is  my  wish  and  intention  to  conduct  the 
affairs  of  the  Association  (between  sessions  of 
the  House  of  Delegates)  primarily  through  the 
Board  of  Directors,  the  Board  of  Councilors, 
and  the  Commission  Chairmen  and  their 
respective  members.  In  a way,  I would  hope  to 
emulate  President  Reagan,  in  that  having  total 
confidence  in  those  groups,  I would  not  like  to 
interfere  with  their  day  to  day  running  of  the 
Association.  I would  prefer  to  remain  in  the 
background,  but  be  available  for  advice  on  any 
major  policy  decisions  at  their  request. 

Looking  forward  to  a great  year  for  all  of  us. 
Thank  you  very  much. 

£ • UJ 

Carlyle  E.  Wilson,  Jr.,  M.D. 

President,  Nebraska  Medical  Association 
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The  Letter  Box 


Frank  Cole,  M.D. 

#13  Bishop  Square 
3901  South  27th  St. 

Lincoln,  NE  68502 

Dear  F.C.: 

It  just  occurred  to  me  after  going  through 
the  May  Nebraska  Medical  Journal  that  I read 


every  comment  that  F.C.  puts  in  the  journal. 

I enjoy  your  editorials  and  comments  on 
medicine  in  the  past.  Keep  up  the  good  work 
and  thanks  for  your  interesting  articles. 

Sincerely, 

J.B.  Christensen,  M.D. 


In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Rundquist,  Russell  B.,  M.D.,  born  August  6, 
1919,  died  April  25,  1981.  University  of 
Nebraska  Medical  School  graduated  in 
1945,  practiced  in  Columbus,  Nebraska, 
NMA  and  AMA  member. 


Welcome  New 

Audrey  Paulman,  M.D. 

Albion,  Nebraska  68620 

Paul  Paulman,  M.D. 

Spalding,  Nebraska  68665 

Joseph  M.  Rapoport,  M.D. 

6901  No.  72nd 
Omaha,  Nebraska  68122 

Samuel  K.  K.  Chung,  M.D. 

Crawford,  Nebraska  69339 

Taishie  Wang,  M.D. 

Crawford,  Nebraska  69339 

Bobby  Abraham,  M.D. 

1401  East  H St. 

McCook,  Nebraska  69001 


Members 

Roger  A.  Ganfield,  M.D. 

Department  of  Anesthesiology 
University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 

John  C.  Moore,  M.D. 

12808  Augusta  Ave. 

Omaha,  Nebraska  68144 

Wayne  E.  Penka,  M.D. 

Bergan  Mercy  Hospital 
Omaha,  Nebraska  68124 

Klaus  Hartman,  M.D. 

P.O.  Box  80499 
Lincoln,  Nebraska  68501 

Alexander  Kovac,  M.D. 

600  So.  70th 

Lincoln,  Nebraska  68510 
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Between  Cases 


The  HX,  And  The  PX,  And  RX. 

The  patient  is  a 30  year  old  white  single 
male  who  has  no  children  and  has  never 
been  married  and  apparently  had  no  sexual 
contact  up  until  the  time  I examined  him. 
J.D. 

Lines  I Like. 

Have  a nice  dream. 


My  Own  Telephone  Survey. 

I got  a busy  signal.  15% 

No  answer.  10% 

The  one  I wanted  wasn’t  in.  15% 

I got  the  person  I called.  60% 

I counted  a hundred  calls. 


I’m  going  back  to  letter-writing,  but  I still 
can’t  make  a big  D. 

Heard  On  TV. 

I think  it’s  in  the  category  of  a few. 

Heard  On  TV. 

Now  this. 

I offer  this  for  the  prize  for  the  worst,  or  the 
dumbest. 

Department  Of  Statistics. 

In  June,  1979,  Social  Security  sent  checks  to 
more  than  11,000  people  aged  100  or  more. 
I read  it  somewhere. 


The  History. 

He  is  the  middle  child  of  a family  of  two. 
D.N. 

Quote  Unquote. 

My  old  age  sits  light  upon  me. 

Cicero. 

Words  I Can  Do  Without. 

Disparate,  multidisciplinary,  quintessential, 
vitaminous,  vitaminiferous. 

On  Government  Interference. 

Emerson  said  that  the  motto  of  his  news- 
paper was  so  attractive  that  he  seldom  found 
much  appetite  to  read  what  was  below  it: 
“The  world  is  governed  too  much.” 

Better  Without. 

Left  knee  weak  with  ligaments. 

Department  Of  Obvious  Findings. 

The  patient  had  an  obvious  above-knee 
amputation. 

Thoreau,  I Think. 

I think  no  virtue  goes  with  size. 

Right. 

F.C. 


158 


Nebraska  Medical  Journal  July  1981 


The 

Auxiliary 


NEBRASKA  MEDICAL  ASSOCIATION 
AUXILIARY 

Annual  State  Convention  Meeting  — 
May  2 - May  5,  1981 

Report:  Resolutions  Committee 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  Convention 
and  the  accomplishments  of  our  past  year’s 
work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  ex- 
tend our  grateful  thanks  and  appreciation  to 
the  officers  and  other  members  of  the  Execu- 
tive Board  of  our  organization,  who  have  so 
ably  carried  on  the  business  necessary  for  the 
proper  functioning  of  the  Auxiliary;  and  be  it 
further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion go  to  the  members  of  the  Lancaster 
County  Medical  Auxiliary,  hostess  to  this 
Fifty-sixth  Annual  Meeting,  for  the  welcome 
hospitality  extended  to  all  of  us;  and  be  it 
further 

RESOLVED,  that  we  express  particular 
gratitude  to  Mrs.  Dwight  Snyder  and  Mrs. 
William  Nye,  Convention  Chairmen,  and  to 
their  committee  chairmen  for  their  work  and 
thoughtfulness  in  planning  for  our  convenience 
and  entertainment,  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  that  we  appreciate 


their  leadership  and  assistance,  that  in  par- 
ticular Dr.  Russell  Gorthey,  President  of  the 
Nebraska  Medical  Association,  and  Dr.  Duaine 
J.  Peetz,  Chairman  of  the  Commission  on 
Association  Affairs,  be  informed  of  our  grate- 
fulness for  their  help  and  guidance  throughout 
the  year,  and  for  including  us  in  the  Athletic 
Medicine  Luncheon,  and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor  of 
the  Nebraska  Medical  Journal,  Mrs.  Albert 
Frank,  Editor  of  the  Newsletter,  Blue  Cross- 
Blue  Shield  for  their  continued  interest  and 
support  of  our  Newsletter,  Mr.  Kenneth  Neff, 
Executive  Secretary  of  the  Nebraska  Medical 
Association,  Mr.  William  Schellpeper,  As- 
sistant Executive  Secretary,  and  to  the  State 
Medical  office  personnel  for  their  help  in 
preparing  materials  and  mailing  the  News- 
letter, be  advised  of  our  sincere  thanks  for  the 
efficient  way  they  have  handled  our  Auxiliary 
news,  and  for  their  ready  assistance  whenever 
we  asked  for  it,  and  be  it  further. 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Association 
Auxiliary;  that  we  continue  to  be  faithful  in 
supporting  its  activities;  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals, 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be 
published  in  the  NEBRASKA  MEDICAL 
JOURNAL. 

Respectfully  submitted 
Mrs.  Frank  H.  Tanner 
Chairman 
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Picture 

Gallery 


NMA  1981  Annual  Session 


Nebraska  Wesleyan  University’s  “Spectakulor” 
entertaining  at  Fun  Night. 


Doctor  & Mrs.  Russell  L.  Gorthey 


1981  Fun  Night 


1981  Fun  Night 


1981  Fun  Night 


Board  of  Councilors 


Board  of  Councilors 
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Doctor  Russell  L.  Gorthey  presiding  at  Athletic 
Medicine  Luncheon. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  Grace  Loveland.  /O 


Doctor  Ursula  R.  Walsh  addressing  Athletic 
Medicine  Luncheon. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  Charles  D.  Bell. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  James  W.  Carr. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  Herbert  A.  Blackstone. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  John  J.  Grier. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  Elmer  T.  Hobbs. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  - 
July  17,  1981  — Fremont,  Linden  School 


ANTIBIOTIC  REVIEW  — 1981,  Sheraton 
Washington  Hotel,  Washington,  D.C., 
August  10-11,  1981.  Contact:  Sandy  Mc- 
Millan, 67  Peachtree  Park  Dr.,  Suite  221-D, 
Atlanta,  GA  30309 


E.E.N.T.,  August  17-18,  1981,  Okoboji,  Iowa. 

CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Allergy  for  the  Clinician, 
September  10-11,  1981,  Omaha,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  September 
22,  1981  (time  to  be  announced),  Las  Vegas 
Hilton  Hotel,  Las  Vegas,  Nevada;  in  con- 
junction with  American  Academy  of  Family 
Physicians  meeting. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 


49th  ANNUAL  POSTGRADUATE  AS- 
SEMBLY, Omaha  Mid-West  Clinical  Society 
October  26,  27  and  28,  1981,  The  Red  Lion 
Inn,  Omaha,  Nebraska.  For  information, 
contact:  Miss  Lorraine  E.  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical  So- 
ciety, 7363  Pacific  Street,  #210-A,  Omaha, 
Nebraska  68114. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 

DECEMBER  10-12,  1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AO  A.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St. 
Louis,  MO  63110  (314)  454-3873 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  1-4,  1982,  Omaha 
Marriott,  Omaha,  Nebraska. 

INTERNATIONAL  SYMPOSIUM  ON 
GILLES  DE  LA  TOURETTE  SYN- 
DROME, sponsored  by  the  National  Insti- 
tute of  Neurological  and  Communicative 
Disorders  and  Stroke,  the  Tourette  Syn- 
drome Association  and  the  Gateposts 
Foundation;  Roosevelt  Hotel,  N.Y.C.,  May 
27-29,  1981.  Program  Chmn:  Dr.  Tom 
Chase  (NINCDS),  Dr.  Arnold  Friedhoff, 
N.Y.U.  School  of  Medicine.  The  following 
topics  and  their  relevance  to  Tourette 
Syndrome  and  related  disorders  of  the  CNS 
will  be  covered:  pharmacology,  biochemistry, 
genetics,  animal  models,  neuropsychology 
and  clinical  aspects.  For  registration  in- 
formation and  program:  Sheldon  Novick, 
M.D.,  TSA  Med.  Dir.,  Gateposts  Edn.,  42-40 
Bell  Blvd.,  Bayside,  N.Y.  11361  (212) 
631-0177. 
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Books 


Nutrition  and  medical  practice;  Editor,  Lewis  A. 
Barness,  M.D.,  with  Yank  D.  Coble,  Jr.,  M.D.,  Donald  I. 
Macdonald,  M.D.,  and  George  Christalis,  M.D.,  38 
contributors,  408  pages,  published  1981  by  AVI  Pub- 
lishing Co.,  250  Post  Road  East,  P.O.  Box  831,  Westport 
Connecticut;  hard  cover  $17.00,  19.50.  There  are  figures 
and  an  index. 

Current  surgical  diagnosis  & treatment;  edited  by  J. 
Englebert  Dunphy,  M.D.,  Lawrence  W.  Way,  M.D.,  and 
associate  authors;  1138  pages;  limp  cover  $25.00; 
published  1981  by  Lange  Medical  Publications,  Los 
Altos,  California  94022. 


This  is  the  5th  edition  of  CSD&T;  the  first  appeared  in 
1973.  The  book  is  divided  into  51  chapters;  one  is  devoted 
to  my  specialty  of  anesthesiology.  There  are  figures  and 
an  index.  There  is  even  a chapter  on  orthopedics. 
There  are  many  references,  unnumbered. 

If  you  are  studying  for  your  boards,  or  if  you  are  going  to 
operate,  do  read  this  book;  it  may  help  you  in  one  case,  or 
in  passing  the  examination. 

F.C. 

Cancer  report  1965-1980;  H.B.  Hunt,  M.D.,  Tumor 
registry;  Nebraska  Methodist  Hospital,  Omaha,  Nebraska. 


WashingtoNotes 


(Continued  from  page  15 A) 

plan  for  Public  Health  Service  categorical 
grant  programs.  The  alternate  budget  also 
proposed  continuation  of  two  health  programs 
marked  by  the  Administration  for  phasing  out 
— Health  Planning  and  Professional  Stan- 
dards Review  Organization  (PSRO). 

The  Senate  Finance  Committee  moving  to 
cut  programs  within  its  jurisdiction,  approved 
major  changes  in  health  programs.  The  com- 
mittee voted  to  cut  Medicaid  spending  next 
fiscal  year  by  $800  million  by  reducing  the 
federal  minimum  contribution  to  the  states  to 
40  percent  from  the  present  50  percent.  At  the 
same  time,  the  “cap”  on  increased  federal 
outlays  for  the  program  was  lifted  to  nine 
percent. 

The  committee  also  raised  the  Medicare 
Part  B deductibles  and  premiums,  reduced  the 
Medicare  nursing  differential  from  the  present 
8.5  percent  to  4.5  percent,  and  made  retired 
federal  employees’  private  health  insurance 
pick  up  the  tab  first  before  Medicare  kicked  in. 
Some  $1.2  billion  of  Medicare  spending  would 
be  saved. 

The  House  Ways  and  Means  Health  Sub- 
commitee  is  considering  similar  legislation. 

The  House  budget  vote  was  preceded  by 
intense  lobbying  by  both  sides.  Democratic 
committee  chairmen  warned  in  House  speeches 
that  the  House’s  hands  would  be  tied  to  the 


Reagan  economies  for  the  rest  of  the  year,  if 
the  President’s  plan  were  approved. 

Reagan  met  personally  with  most  of  the 
Democrats  who  finally  voted  his  way.  The  63 
bolting  Democrats  provided  an  easy  win  for 
the  Administration  as  they  joined  all  Re- 
publican members  of  the  House. 


Medicare  & Medicaid. 

The  Administration  has  sent  Congress  its 
formal  recommendations  for  changes  in  Medi- 
caid and  Medicare,  including  the  cap  of  five 
percent  on  federal  Medicaid  outlays  aimed  at 
saving  $1  billion  next  fiscal  year. 

The  federal  ceiling  would  be  about  $17 
billion  next  fiscal  year.  In  the  future  the  limit 
would  be  allowed  to  rise  with  the  rate  of 
inflation.  The  cap  is  necessary  to  control 
Medicaid  costs,  the  Administration  said. 

“With  the  flexibility  available  through  the 
Administration’s  proposed  revisions  in  pro- 
gram requirements,  cost  restraint  can  be 
achieved  by  the  states  without  reducing 
necessary  services  for  the  needy.  The  states 
would  be  able  to  design  programs  which  will 
provide  for  health  care  delivery  in  much  more 
economical  and  efficient  ways,”  said  the 
Health  and  Human  Services  (HHS)  Depart- 
ment in  a statement. 
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The  most  controversial  of  the  recommenda- 
tions would  repeal  the  freedom  of  choice 
requirement  in  present  law  which  gives  Medi- 
caid beneficiaries  the  right  to  choose  their 
facility  or  physician.  This  would  be  replaced  by 
a requirement  “to  provide  standards  that 
afford  medical  care  of  adequate  quality.”  HHS 
said  this  change  would  allow  states  “to  effect 
significant  cost  savings  while  maintaining 
quality  care,  for  example,  by  soliciting  com- 
petitive bids  for  provision  of  covered  services.” 

In  addition,  all  federal  requirements  on  the 
amount  and  method  of  reimbursement  of 
providers  would  be  eliminated.  This  includes 
the  present  requirements  for  reimbursement 
of  inpatient  hospital  services  as  well  as 
“barriers  in  the  law  to  reimbursement  based 
on  fee  schedules.”  Provisions  which  “have 
restricted  the  use  of  health  maintenance 
organizations”  in  providing  Medicaid  care 
were  lifted. 

The  legislation  calls  for  a phase-out  of  the 
“costly  and  burdensome”  Professional  Stan- 
dards Review  Organization  (PSRO)  activities 
for  both  Medicaid  and  Medicare.  “Effective 
PSROs  would  be  supported  until  1983.  States 
would  have  discretion  to  determine  the  most 
appropriate  form  of  review  and  to  set  up  state 
utilization  review  requirements.  Effective 
PSROs  would  be  able  to  compete  for  state 
or  private  contracts  within  the  health  care 
system.” 

Eliminated  would  be  federal  requirements 
for  hospital  and  nursing  home  utilization 
review  plans  and  committees.  PSRO  agree- 
ments could  be  terminated  on  90  days  notice 
without  formal  hearing  or  judicial  review.  State 
PSRO  coordinating  councils  would  be  ended. 

The  legislative  changes  in  Medicare  were 
less  controversial  but  were  intended  to  save 
about  the  same  amount  of  money  — $1  billion. 
Private  health  insurance  companies,  including 
Blue  Cross-Blue  Shield,  would  be  affected  by  a 
proposal  to  phase-in  over  a five-year  period 
competitive  bidding  for  award  of  contracts  for 
claims  processing.  Medicare  would  be  allowed 
to  contract  with  any  public  or  private  organiza- 
tion for  claims  processing.  HHS  contended 
incentives  for  efficiency  and  economy  don’t 
exist  under  the  present  non-competitive  bid- 
ding structure  and  anticipated  savings  of  some 
$120  million  a year  by  1985. 


Other  proposed  Medicare  changes: 

*new  civil  financial  penalties  for  provider  fraud 
and  abuse  and  ability  to  bar  offenders  from 
participating  in  the  program. 

^elimination  of  the  higher  rate  of  reimburse- 
ment for  routine  nursing  care  for  Medicare 
patients. 

^reducing  or  eliminating  relatively  minor 
benefit  expansions  adopted  by  Congress  last 
year,  including  outpatient  alcohol  detoxifica- 
tion and  outpatient  rehabilitation  facilities 
and  unlimited  home  health  service  visits. 
*elimination  of  federal  end  stage  renal  disease 
networks. 


The  AMA  & the  Health  Planning  Act. 

The  Health  Planning  Act  “is  ill  conceived, 
beyond  salvage  and  must  be  repealed,”  the 
American  Medical  Association  has  told  the 
National  Council  on  Health  Planning  and 
Resources  Development. 

Since  its  inception,  the  planning  program  has 
not  been  responsive  to  local  needs  and 
circumstances,  the  Council  was  told  by  Lonnie 
Bristow,  M.D.,  a member  of  the  AMA  Council 
on  Medical  Service.  Planning  has  developed 
into  a “bureaucratic  maze  of  plans,  applica- 
tions and  red  tape  that  unduly  delayed  the 
development  of  needed  projects  and  sub- 
stantially increased  individual  project  costs,” 
Dr.  Bristow  told  the  meeting,  conducted  by 
HHS. 

Urging  repeal  of  the  program,  which  the 
Reagan  Administration  has  proposed  phasing 
out,  Dr.  Bristow  said  planning  has  inhibited 
market  forces  needed  to  strengthen  competi- 
tion in  the  health  care  marketplace  and 
“represents  the  antithesis  of  a free  market 
system  by  establishing  barriers  to  free  entry  by 
qualified  providers  in  the  marketplace.” 

The  AMA  official  said  the  Association  is 
committed  to  seek  improvements  in  the  health 
care  delivery  system  through  a voluntary 
system  that  will  reduce  or  eliminate  barriers  to 
the  provision  of  high  quality  medical  and 
health  services.  Dr.  Bristow  called  for  a 
collaborative  effort  at  the  community  level. 

Legislation  to  repeal  the  Health  Planning 
Law  has  been  introduced  in  Congress  by  Reps. 

(Continued  on  page  21  A) 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

ANNUAL  SESSION 
MAY  2,  3,  4,  & 5,  1981 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 


REPORT  OF  THE  BOARD  OF  DIRECTORS 

Russell  L.  Gorthey,  M.D.,  Lincoln,  Chairman;  Carlyle  E.  Wilson,  Jr., 
M.D.,  Omaha;  Orin  R.  Hayes,  M.D.,  Lincoln;  Charles  W.  Landgraf,  Jr.,  M.D.. 
Hastings;  Herbert  E.  Reese,  M.D.,  Lincoln;  Allan  C.  Landers,  M.D., 
Scottsbluff;  Frederick  F.  Paustian,  M.D.,  Omaha;  Harry  W.  McFadden, 
M.D.,  Omaha;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Louis  J.  Gogela,  M.D., 
Lincoln. 

The  Board  of  Directors  met  on  several  occasions  and 
considered  numerous  items  of  informational  and  policy- 
making importance  to  members  of  the  Association.  The 
Board  presents  this  report  to  the  House  of  Delegates  for 
its  approval. 

1.  The  Board  considered  the  matter  of  updating  the 
referral  survey  first  completed  in  1974  and  approved  the 
necessary  funding  to  accomplish  the  project.  The  survey 
has  been  completed  and  the  final  tabulation  will  soon  be 
available.  The  statistics  then  will  be  compared  to  the 
results  of  the  original  survey  and  a comparative  analysis 
will  be  made. 

2.  The  Board  referred  the  potential  by-law  question 
relating  to  approval  of  the  individuals  for  recognition  as 
50-year  practitioners  at  the  Annual  Session  to  the 
Commission  on  Association  Affairs,  for  its  review  and 
development  of  any  proposed  changes  which  might  need 
to  be  made  in  the  by-laws.  Initial  review  of  this  question 
indicated  no  need  to  amend  the  by-laws.  The  50-year 
practitioners  will  be  recognized  at  the  opening  session  of 
the  House  of  Delegates  at  which  time  the  certificates  will 
be  presented.  The  practitioners  and  their  spouses  will  be 
guests  of  the  Association  at  the  Annual  Medicine  and 
Religion  Banquet  Sunday  evening. 

3.  The  question  dealing  with  the  proposal  to  hold  a 
single  yearly  session  of  the  House  of  Delegates  was 
referred  to  the  Commission  on  Association  Affairs.  The 
proposal  was  considered  in  detail  by  that  Commission  and 
the  Commission’s  report  reflects  the  recommendation 
presented  to  the  House  of  Delegates. 

4.  During  the  Fall  Session,  the  House  recommended 
that  the  Board  consider  the  distribution  and  manpower 
needs  of  physicians  in  the  state  and  that  this  matter  be 
placed  on  the  long-range  planning  activity  agenda.  This 
matter  will  be  given  additional  consideration  in  future 
months. 

5.  The  Board  considered  the  matter  of  making  an 
increased  effort  to  encourage  membership  in  the  Associa- 
tion by  students  and  House  Officers.  The  Board 
concurred  that  increasing  membership  in  these  categories 
is  highly  important  and  is  contemplating  additional  me- 
chanisms to  be  employed  which  would  accomplish  a 
higher  percentage  of  membership. 

6.  The  Board  referred  to  the  Commission  on  Association 
Affairs  the  House  of  Delegates  directive  that  a by-law 
amendment  be  prepared  which  would  permit  an  AMA 
Delegate  and  Alternate  Delegate  to  simultaneously  serve 
as  President-Elect,  President,  and  subsequently  Past 


President  of  the  Nebraska  Medical  Association.  Con- 
siderable discussion  has  taken  place  on  this  matter.  Some 
feelings  exist  that  an  individual  who  has  the  interest 
should  be  able  to  serve  in  the  dual  capacity,  while  feeling 
also  exists  that  as  many  physicians  as  possible  should  be 
included  in  the  governing  structure  of  the  organization. 

7.  The  subject  of  possible  conflict  of  interest  was 
referred  to  the  Board  in  a resolution  considered  at  the  Fall 
Session.  Association  legal  counsel  has  been  contacted,  as 
has  the  American  Medical  Association,  and  a definition  or 
statement  on  this  matter  is  currently  being  developed. 

8.  The  Board  considered  and  approved  recommenda- 
tions submitted  by  the  Commission  on  Medical  Education 
which  proposed  accreditation  of  continuing  medical 
education  programs  of  six  Nebraska  organizations  and 
institutions.  These  included  Bishop  Clarkson  Memorial 
Hospital,  the  NMA  Scientific  Sessions  Committee,  the 
Lincoln  Regional  Center,  Good  Samaritan  Hospital  in 
Kearney,  the  Lancaster  County  Medical  Society/Lincoln 
Medical  Education  Foundation  Program,  and  Nebraska 
Methodist  Hospital  in  Omaha. 

9.  A coordinating  committee  was  selected  by  the  NMA 
and  three  meetings  have  been  held  with  the  Dean  of  the 
University  of  Nebraska  College  of  Medicine.  The  NMA 
representatives  are  geographically  representative  and  the 
interest  of  these  individuals  has  been  commendable.  The 
communication  established  through  the  appointment  of 
the  committee  is  beneficial  to  both  the  College  of 
Medicine  and  the  Nebraska  Medical  Association.  The 
Board  feels  that  this  activity  will  and  should  continue  in 
the  future. 

10.  A meeting  was  held  with  Governor  Charles  Thone  to 
discuss  subjects  of  mutual  interest  and  to  continue  direct 
Association  communication  with  the  Governor’s  office. 
The  Board  members  felt  the  discussion  was  most 
informative  and  continuing  dialogue  will  be  maintained. 

11.  The  Board  met  with  Doctor  Cole,  Editor  of  the 
NEBRASKA  MEDICAL  JOURNAL,  to  discuss  items  of 
mutual  interest  regarding  the  publication.  The  Board  is  in 
the  process  of  obtaining  recommendations  for  the  position 
of  Associate  Editor.  It  is  anticipated  two  or  more  associate 
editors  will  be  named. 

12.  The  Board  met  with  NMA  legal  counsel  and  our 
Association  lobbyist  to  discuss  the  various  legislative  bills 
currently  in  the  Unicameral.  Several  policy  decisions  were 
made  and  the  specific  actions  were  presented  to  the 
Commission  on  Legislation  and  Legal  Affairs  for  guidance 
in  its  deliberations. 

13.  Communications  from  the  Nebraska  Association  of 
Nuclear  Physicians  and  the  Nebraska  Radiological  So- 
ciety were  reviewed  resulting  from  Resolution  #2,  Fall 
Session,  1980,  which  proposed  that  hospitals  have 
available  an  appropriate  plan  for  responding  to  nuclear 
accidents,  and  that  the  NMA  cooperate  with  other 
appropriate  organizations  in  the  development  and  update 
of  comprehensive  state  or  local  plans  for  responding  to 
nuclear  accidents.  The  Board  appreciated  the  input  from 
the  two  organizations  and  encouraged  them  to  develop  the 
appropriate  plan  (guidelines)  as  proposed  in  the  resolu- 
tion. The  Board  asked  that  it  be  periodically  appraised  of 
the  plan  being  developed  by  the  two  organizations. 

14.  FINANCIAL  REPORT 

The  fiscal  year  of  1980  ended  with  a modest  cash 
balance  after  all  incurred  expenses  were  paid.  It  was 
another  year  of  continuing  increase  in  cost  of  operation 
due  mainly  to  inflation.  The  maintenance  of  financial 
stability  has  always  been  a top  priority  with  the  Board  of 
Directors.  The  Board  adopted  a budget  for  1981  in  the 
amount  of  $373,883.00. 
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Before  we  move  to  a discussion  of  future  financial 
needs,  it  is  appropriate  to  outline  several  areas  with 
specific  reference  to  the  cost  of  doing  business.  In  1980, 
income  increased  mainly  because  of  a dues  increase, 
approved  in  1979,  and  a modest  increase  in  new  members. 
Offsetting  increased  income,  are  some  significant  costs  of 
doing  business  as  follows: 

Nebraska  Medical  Journal  — The  advertising  rates 
were  again  increased  in  1980,  but  these  were  limited 
because  of  the  strong  competition.  Individual  state 
medical  journals  across  the  country,  especially  in  our  area, 
are  experiencing  the  same  problem.  The  matter  of 
advertising  has  been  addressed  by  the  Board  on  several 
occasions  including  possible  efforts  to  obtain  “local” 
advertising.  This  approach  meets  with  varied  success  in 
other  journals,  it  has  not  been  a plus  item  for  the 
Nebraska  Medical  Journal.  For  1981,  it  was  necessary  to 
budget  7.5%  of  each  members  dues  to  assist  in  meeting 
the  cost  of  publishing  the  Nebraska  Medical  Journal.  This 
is  in  addition  to  the  advertising  income  received  by  the 
journal.  We  have  a quality  journal  and  dedicated  editor, 
but  the  above  factors  are  presented  in  order  to  give  you  a 
complete  picture. 

Headquarters  Office  — This  past  year,  we  completed 
a 10-year  lease  of  our  office  space.  Our  new  lease  was 
increased  by  $2  per  square  foot.  Present  space  adequately 
meets  our  needs  and  should  continue  to  do  so  for  the 
foreseeable  future. 

Salaries  for  the  Headquarters  Staff  increased  approxi- 
mately 9.8%  for  the  coming  year.  We  do  not  see  a need  for 
expansion  of  the  six-member  staff  at  the  present  time.  Our 
last  staff  personnel  increase  was  1975. 

Other  Operating  Costs  — We  have  again  experienced 
increases  in  legal  and  auditor  fees  because  of  increased 
utilization  of  these  services.  Much  of  legal  counsel  costs  are 
directly  related  to  the  Nebraska  Legislature  and  we  do  not 
see  a downward  trend  in  this  activity. 

Extra  auditor  fees  have  been  necessitated  by  require- 
ments regarding  mailing  permits  and  specific  audits  of 
daily  operations  and  programs  and  IRS  audits. 

Travel  Expense  — Our  most  significant  cost  increase 
has  been  in  the  area  of  travel.  Transportation,  especially 
air  fares,  have  risen  dramatically  as  many  of  you  can 
attest  if  you  travel  on  a regular  basis.  In  addition,  many 
meetings  are  utilizing  registration  fees  and  this  too 
increases  cost.  Also  there  is  a corresponding  increase  in 
hotel  rooms  and  food. 

Many  of  the  cost  factors  on  a yearly  basis  are  related  to 
the  regular  Commission  and  Committee  meetings  of 
which  approximately  56  were  held  at  the  office  in  Lincoln 
in  1980.  Meals  are  provided  to  those  in  attendance. 
Average  attendance  is  9 to  11,  including  the  President, 
President-Elect  and  Secretary-Treasurer,  who  are  in 
attendance  at  nearly  all  meetings.  Additionally  some  30- 
40  meetings  not  involving  Commissions  or  Committees 
are  held  at  the  office  such  as  sessions  prior  to  public 
hearings  on  legislative  bills,  meetings  with  governmental 
agencies,  specialty  societies,  Auxiliary,  allied  professions, 
third-party  carriers,  and  miscellaneous  organizations 
having  business  with  the  Association. 

Additionally,  a limited  number  of  meetings  are  at- 
tended outside  the  state.  Elected  Association  representa- 
tives and  staff  attend  meetings  of  the  AMA  House  of 
Delegates,  which  meets  twice  a year.  The  North  Central 
Medical  Conference  which  conducts  a two-day  meeting 
each  year.  And  the  Annual  AMA  Leadership  Conference, 


to  which  two  or  three  representatives  are  sent.  The  cost  of 
these  meetings  is  projected  to  be  approximately  $21,500 
this  year.  The  amount  of  expenditure  varies  somewhat 
depending  upon  the  distance  to  the  designated  city  and 
the  size  of  the  city. 

The  Board  of  Directors  likewise  has  for  approximately 
the  last  twelve  years,  held  an  out  of  state  session.  This  is  a 
two  to  three  day  meeting  focused  on  long  range  subjects, 
which  now  and  in  the  future  may  affect  the  Association. 
The  format  and  intensity  of  the  discussions  require  the 
presence  of  the  entire  Board,  with  no  interruptions  during 
the  sessions.  Each  member  of  the  Board  will  be 
responsible  for  paying  travel  expenses  for  he  and  his 
spouse.  The  members  also  assume  all  incidental  expense. 
The  NMA  will  pay  room  cost,  Board  members’  meals  only 
during  the  actual  meetings,  and  for  two  group  dinners 
during  the  meeting.  The  estimated  Association  cost  for 
this  meeting  is  $6,600. 

Association  Commissions  and  Committees  occasionally 
meet  outside  of  Lincoln  such  as  the  meetings  held  with 
business  leaders  in  Hastings  and  Norfolk.  Occasionally, 
meetings  are  held  in  Omaha  because  the  majority  of 
members  serving  on  a given  Commission,  or  meeting 
group,  are  located  in  that  city.  On  occasion,  Association 
representatives  are  requested  to  attend  a national  or 
regional  meeting,  and  individuals,  with  Board  approval, 
are  sent  when  it  is  felt  the  information  obtained  will  be  of 
value  to  Association  activities.  Travel  expenses  are 
approved  and  monitored  by  the  Board,  in  the  same 
manner  it  maintains  the  responsibility  for  the  entire 
Association  budget,  as  required  by  the  Articles  and  By- 
Laws. 

NMA  Reserves  — At  the  conclusion  of  1980,  the 
Board  was  able  to  maintain  reserves  at  75%  of  expendi- 
tures for  last  year.  This  is  in  keeping  with  the  directive  of 
the  House  of  Delegates. 

We  are  pleased  with  our  investment  counsel  and  their 
handling  of  Association  reserves.  We  do  not,  at  this  time, 
see  the  possibility  of  retaining  the  75%  reserve  to 
expenses  ratio  in  1981  without  some  contribution  from 
regular  income.  If  this  is  necessary,  it  will  further  deplete 
our  operating  cash. 

With  limited  sources  of  income  and  further  anticipated 
inflation,  the  Board  is  continually  reviewing  our  financial 
status.  The  Board  feels  that  all  present  programs  and 
activities  are  essential  to  the  well  being  of  this  organiza- 
tion. It  further  believes  this  House  wishes  us  to  continue 
these  programs. 

While  it  is  difficult  to  deliniate  an  equitable  level  of 
dues  for  a professional  association,  we  continue  to  follow 
the  directive  of  this  House  concerning  a dues  increase. 
This  directive  reads  as  follows: 

“THEREFORE,  BE  IT  RESOLVED,  that  the  Board  of 
Directors  of  the  NMA  make  an  annual  review  of  the 
financial  needs  of  the  NMA  and  make  annual  recom- 
mendations for  dues  adjustments  in  order  to  balance 
the  budget  and  build  up  our  reserves  to  the  level  of  one 
year’s  expenses.”  (Fall  Session,  1977) 

For  this  reason,  your  Board,  after  much  consideration, 
recommends  to  this  House  of  Delegates  that  a dues 
increase  of  $25  for  active  members  be  approved  effective 
January  1,  1982.  This  will  bring  the  yearly  dues  to  a figure 
of  $245.  The  Board  as  always  stands  ready  to  discuss  this 
recommendation  and  answer  any  questions. 

Respectfully  submitted, 

RUSSELL  "L.  GORTHEY,  M.D. 

Chairman 
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REPORT  OF  THE  DELEGATE  TO  THE  A.M.A.- 
ENTERIM  MEETING 

The  Interim  Meeting  of  the  AMA  was  held  in  San 
Francisco,  December  7-10,  1980. 

The  House  considered  sixty-nine  reports  from  the 
Board  of  Trustees  and  the  various  Councils,  and  eighty- 
six  resolutions  on  a broad  range  of  issues.  In  general,  it 
was  a relatively  quiet  meeting  of  the  House  of  Delegates 
with  few  of  the  burning  issues  which  have  presented 
themselves  previously.  There  seemed  to  be  a little 
relaxation  in  the  concern  about  pending  legislation  and 
regulations,  no  doubt  influenced  in  part  by  the  election  a 
month  earlier  of  a more  conservative  administration. 

In  order  to  make  this  report  to  members  of  the 
Nebraska  Medical  Association  more  understandable,  I 
picked  out  some  matters  which  I will  discuss  in  detail,  and 
this  time  avoid  the  long  list  of  all  the  individual  actions 
taken  by  the  House. 

If  any  member  has  an  interest  in  any  specific  actions 
which  are  not  discussed  in  this  report,  that  information  is 
readily  available,  and  I will  be  glad  to  provide  whatever 
details  are  required. 

Nebraska  Resolution  #28  — 

Reference  Committee  F 

Nebraska  Resolution  #28  was  passed  at  the  Interim 
Meeting  of  the  Nebraska  Medical  Association  and 
forwarded  to  the  AMA  and  considered  by  Reference 
Committee  F.  This  resolution  “resolved  that  the  AMA 
continue  to  analyze  its  public  relations  program  in  a way 
that  will  foster  expanded  coordination  with  state  and 
county  medical  societies;  and  be  it  further  resolved  that  at 
least  two  issues  of  the  publication  Connections  present 
listings  of  specific  public  relations  information,  services 
and  materials  available  from  the  AMA  to  state  and  county 
medical  societies.” 

There  was  support  for  this  resolution  but  little  if  any 
discussion  in  the  Reference  Committee,  and  the  matter 
was  placed  on  the  consent  calendar  and  accepted  by  the 
House  of  Delegates  with  the  Reference  Committee  report. 

Professional  Standards  Review  Organization  — 
Reference  Committee  G 

The  item  which  caught  our  attention  most  acutely  was 
the  Report  B of  the  Council  on  Medical  Services  which 
had  to  do  with  Professional  Standards  Review  Organiza- 
tion and  also  a consideration  of  Resolution  22  (A-80)  and 
Resolution  53  (PSRO). 

Probably  the  most  exciting  thing  during  the  House  of 
Delegates,  particularly  for  the  Nebraska  delegation,  was 
the  vote  of  104  to  100  to  eliminate  the  PSRO. 

Historically  at  the  Annual  Meeting  in  ’80,  Resolution 
#22  had  been  passed  and  referred  to  the  Board  of 
Trustees,  and  this  in  turn  was  then  passed  on  to  the 
Council  of  Medical  Service  for  their  consideration.  It 
stated  “the  only  policy  on  PSRO  of  the  AMA  be  the 
strongest  possible  effort  to  seek  repeal  of  the  PSRO 
legislation”. 

The  Council  in  elaboration  noted  that  at  the  present 
time  almost  every  area  in  the  country  has  a functioning 
PSRO,  and  that  physician  participation  ran  as  high  as 
168,000  physicians.  They  also  felt  that  the  PSRO  law 
could  be  improved  along  the  lines  of  the  Association’s 
proposed  amendments  to  the  law,  but  the  AMA  should 
not  take  a position  for  repeal  at  this  time,  and  that  the 
Association  policies  on  PSRO  developed  over  the  past 
eight  years  should  be  maintained. 

They  pointed  out  the  Association  policy  adopted  at  the 
Interim  Meeting  in  1978,  and  reaffirmed  at  the  Interim 


Meeting  in  1979,  supports  a continuation  of  the  PSRO 
and  should  be  continued.  Hence,  they  felt  that  this  policy 
should  be  reaffirmed  in  lieu  of  the  Resolution  #22. 

The  Reference  Committee  considered  this  report  and 
along  with  it  a Resolution  #53,  submitted  by  Dr. 
MacLaggen,  a delegate  from  California.  This  resolution 
resolved  “that  the  AMA  support  in  every  possible  manner 
HR  6474  and  substitute  bills  of  the  same  nature  to  abolish 
PSRO  organizations. 

The  Reference  Committee  in  spite  of  considerable 
testimony  to  the  contrary  said  that  in  light  of  the  present 
fluid  political  scene  the  Association’s  policy  should  not  be 
changed,  and  that  the  report  of  the  Council  of  Medical 
Service  be  adopted  in  lieu  of  both  Resolution  22  of  the 
annual  ’80  meeting  and  resolution  53  of  the  interim  ’80 
meeting. 

There  was  considerably  more  debate  on  the  floor,  and 
as  the  afternoon  wore  on,  the  vote  was  taken  which  was 
104  to  100,  which  ordered  the  report  filed  (rendered 
report  not  policy)  and  in  lieu  of  the  two  resolutions 
adopted  the  following  statement:  “The  current  Associa- 
tion policy  shall  be  to  continue  professionally  directed 
efforts  to  insure  the  care  provided  to  patients  is  of  high 
quality,  appropriate  duration,  and  is  rendered  in  an 
appropriate  setting  at  a reasonable  cost  and  to  encourage 
the  elimination  of  all  government  directed  peer  review 
programs  including  PSRO.” 

Needless  to  say,  the  reason  this  was  so  particularly 
significant  to  the  Nebraska  delegation  was  that  is  seemed 
to  be  a vindication  of  the  many  years  of  opposition  to 
PSRO  by  Nebraska.  We  still,  of  course,  are  the  only  state 
or  political  sub-division  in  the  U.S.A.  which  has  no  PSRO. 

National  Health  Legislation  — 

Reference  Committee  B 

The  success  of  the  Reagan  forces  in  the  election  a month 
prior  to  the  meeting  changed  the  focus  of  attention  on 
national  health  insurance.  This  very  contentious  subject 
which  had  dominated  consideration  of  the  House  for  years 
took  a relatively  short  time  to  resolve. 

The  Board  of  Trustees  had  submitted  two  reports, 
Report  E,  dated  October,  1980,  and  Report  BB,  dated 
December,  1980.  Report  E noted  that  in  1940,  only  11.9 
million  people  had  hospital  expense  coverage,  but  that  by 
1978,  in  contrast,  166.8  million  people  had  hospital 
coverage,  139  million  major  medical  coverage,  and  167 
million  surgical  coverage.  These  coverages  were  provided 
by  employers  to  their  employees  and  by  the  individuals  on 
their  own  behalf. 

They  also  noted  the  present  Congress  had  held 
extensive  debate  on  the  propriety  of  catastrophic  cov- 
erage. 

Report  BB  and  supplement  to  Report  E noted  that  as  a 
result  of  the  election  some  active  proponents  of  national 
health  legislation  will  not  return  to  Congress  and  others 
while  returning,  will  assume  lesser  roles  through  loss  of 
chairmanship  of  committees,  obviously  referring  partic- 
ularly to  Senator  Ted  Kennedy. 

It  also  noted  that  the  new  chairman  of  the  Senate 
Finance  Committee,  Senator  Dole  from  Kansas,  has 
called  for  consideration  of  catastrophic  coverage. 

The  report  concluded  by  stating  that  the  current 
Association  policy  had  served  well,  however,  a thorough 
review  with  the  support  of  the  Council  of  Legislation  and 
the  Council  on  Medical  Service  be  continued  and  reports 
to  be  provided  to  the  annual  1981  meeting. 

There  was  no  serious  discussion  by  the  delegates 
except  for  the  perennial  presentation  by  the  Louisiana 
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delegation  of  their  Chip  plan  which  calls  for  the  payment 
of  health  insurance  premiums  by  monies  earned  from 
interest-free  saving.  Although  they  presented  an  amend- 
ment on  their  behalf,  Dr.  Boyle  said  their  proposal  would 
be  covered  under  the  ongoing  surveillance  as  proposed  by 
the  AMA. 

There  was  in  addition  a resolution  by  the  Virginia 
delegation  to  support  the  Stockman-Gebhart  Health  Care 
Reform  Act. 

Both  of  the  reports  were  accepted  and  the  resolution 
was  amended  and  returned  to  the  Board  of  Trustees. 

In  essence  then  we  are  back  on  square  one  as  regards 
the  AMA  attitude  on  health  legislation.  As  noted 
previously,  AMA  policy  no  longer  supports  any  legislation 
in  regard  to  the  national  health,  and  now  with  the  new 
administration  we  are  carefully  monitoring  all  develop- 
ments and  preparing  whatever  responses  seem  appropri- 
ate. 

An  interesting  aside  and  a rather  dramatic  interruption 
of  the  last  day  of  the  meeting  was  an  abrupt  withdrawal 
from  the  House  of  Dr.  Robert  Hunter,  the  president,  Dr. 
Lowell  Steen,  Board  of  Trustees  chairman,  executive  vice- 
president  Dr.  James  Sammons,  and  deputy  executive 
vice-president  Joe  D.  Miller,  summoned  to  discuss  the 
health  measures  in  Washington  as  requested  by  President- 
Elect  Reagan. 

Essentials  of  Accredited  Residencies  in  Graduate 
Medical  Education  — Reference  Committee  C 

This  proved  to  be  one  of  the  more  controversial  and 
also  one  of  the  most  difficult  to  understand  actions  of  the 
House  of  Delegates. 

Previously  the  Liaison  Committee  on  Graduate  Medical 
Education  (LCGME)  recommended  that  a revision  of  the 
Accredited  Residencies  in  Graduate  Medical  Education 
should  be  approved  by  all  sponsoring  organizations, 
including  the  AMA.  Hence,  Report  D of  the  Council  on 
Medical  Education  transmitted  such  a revision. 

It  should  be  pointed  out  that  the  essentials  having  to  do 
with  accredited  residencies  have  existed  since  they  were 
originally  adopted  in  1928.  The  present  revisions  have 
been  in  the  process  of  development  since  shortly  after  the 
organization  of  LCGME  in  1972. 

These  essentials  were  outlined  in  a long,  involved 
document  composed  of  twenty-one  pages,  having  to  do 
with  organization,  control,  eligibility  goals  and  house- 
keeping organizational  items.  As  a matter-of-fact,  this 
revised  document  is  less  detailed  and  specific  than  the 
corresponding  sections  of  the  current  essentials  now  in 
effect. 

After  all  these  changes  had  been  made,  they  were  sent 
back  to  all  the  parent  organizations  for  their  approval, 
and  were  approved  by  all  but  the  AMA.  When  the  AMA 
resident  physician  section  was  appraised  of  these  changes, 
they  immediately  raised  serious  objections  particularly 
with  Section  5 which  has  to  do  with  policy  development 
and  review,  evaluation  and  advancement,  due  process, 
and  agreements  between  residencies  and  the  training 
institutions.  The  Board  originally  asked  the  Resident 
Section  and  the  Council  on  Medical  Education  to  meet 
and  resolve  their  differences,  but  finally  concluded  this 
was  impossible  because  of  the  complexity  and  importance 
of  the  issues. 

Hence,  the  Board  then  submitted  Report  DD  which 
recommended  that  all  these  matters  be  referred  back  to 
the  Board  for  discussion  and  negotiation  with  other  parent 
organizations  of  the  LCGME. 

The  big  hitters  of  the  Board  were  brought  out  in 


support  of  Report  DD,  and  I had  the  impression  they 
were  most  impressed  with  the  fact  that  there  are  40,000 
resident  and  student  members  of  the  AMA.  In  view  of  the 
deepening  AMA  concern  over  membership,  this  was  a 
compelling  reason  not  to  offend  this  group. 

In  opposition  to  this,  however,  J.A.D.  Cooper  of  the 
American  Association  of  Medical  Colleges  sent  a tele- 
gram; H.  D.  Leymaster  of  the  American  Board  of  Medical 
Specialties,  Dr.  Wilbur,  president  of  the  Council  on 
Medical  Specialty  Societies  all  pleaded  that  the  revision 
be  passed  as  had  been  proposed  — and  if  necessary  be 
amended  later  if  that  seemed  appropriate. 

Dr.  Boyle  of  the  Board  of  Trustees  delivered  the 
Trustees’  judgment  and  urged  the  new  revised  accredita- 
tion be  returned  to  the  Board  for  further  discussion.  In 
spite  of  the  opposition  of  the  other  sponsoring  bodies  of 
LCGME,  this  AMA  wish  prevailed. 

Health  Planning  — 

Reference  Committee  A 

The  Reference  Committee  debate  and  the  subsequent 
floor  action  in  regard  to  four  resolutions  having  to  do  with 
health  planning  and  certificate  of  need  evoked  long  and 
impassioned  speeches. 

Public  Law  93-641,  the  Health  Planning  Law,  was 
enacted  in  1975  to  “(1)  improve  the  health  of  residents  in 
the  designated  service  area;  (2)  increase  the  accessibility, 
acceptability,  continuity,  and  quality  of  health  services; 
(3)  restrain  increases  in  cost;  and  (4)  prevent  unnecessary 
duplication  of  health  services”.  It  was  mentioned  that  the 
certificate  of  need  concept  has  been  unequally  and 
discriminatorily  applied.  There  is  no  objective  evidence 
that  these  new  laws  and  regulations  have  increased  the 
efficiency  of  the  federal,  state,  and  local  agencies.  In 
view  of  the  national  elections,  it  seemed  quite  apparent 
that  the  nation  is  concerned  and  fed  up  with  governmental 
regulations. 

The  attendees  at  the  Reference  Committee  and 
members  of  the  House  of  Delegates  were  almost 
unanimous  in  their  support  of  repeal  of  the  National 
Health  Planning  Act  (PL  93-641).  There  was  one  delegate 
from  New  York  who  had  some  misgivings  about  repealing 
the  law  and  passing  the  regulatory  agencies  on  to  a state 
level.  One  lone  dissenter  was  Dr.  Weisbuch,  a public 
health  physician,  who  had  spent  some  time  in  North 
Dakota.  He  felt  the  present  law  should  be  retained  for  fear 
that  chaos  would  exist  if  we  went  back  to  a truly 
competitive  system. 

The  concensus  of  debate,  however,  was  to  support  the 
concept  of  repeal,  remembering  that  responsible  planning 
must  be  continued  on  a local  competitive  level,  and  free 
from  the  restrictions  placed  by  the  federal  regulatory 
bodies. 

Hence,  after  prolonged  consideration,  the  ideas  were  all 
incorporated  into  a substitute  resolution  which  essentially 
said  that  the  AMA  supports  cease  of  funding  for  PL  93- 
641  and  PL  96-79  (CON),  and  that  they  seek  to  introduce 
legislation  in  Congress  to  repeal  these  laws.  They  also 
suggested  that  HMO’s  be  subjected  to  these  rules  and 
regulations  and  suggested  the  AMA  develop  principles  for 
a program  of  voluntary  locally-based  health  planning 
designed  to  address  local  needs. 

ERA  — Reference  Committee  H 

The  delegates  considered  a very  long  report  of  the  Ad 
Hoc  Committee  on  women  physicians,  and  in  addition  a 
couple  of  resolutions  having  to  do  with  women  in 
organized  medicine  and  the  ERA. 

This  Ad  Hoc  Committee  has  deliberated  for  almost  two 
years  and  outlined  many  problems  underlying  the  few 
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women  in  leadership  roles  in  medicine,  and  the  dis- 
proportionately lesser  female  members  of  the  AMA.  The 
ERA  support  first  came  from  the  student  business 
section. 

The  overwhelmingly  male  House  of  Delegates  voted 
against  endorsing  ERA,  saying  it  is  a political  issue  and 
not  a medical  issue  that  should  be  under  the  jurisdiction 
of  the  AMA  policy. 

After  a moderate  amount  of  discussion,  the  entire 
report  was  referred  back  to  the  Board  of  Trustees  for 
further  consideration. 

This  matter  of  women  physicians,  and  particularly  ERA, 
will  continue  to  be  discussed  for  the  next  several  years. 

Membership  — Reference  Committee  F 

The  House  considered  Report  D of  the  Council  on 
Long-Range  Planning  and  Development  in  regard  to 
membership,  membership  requirements,  and  organiza- 
tional structure  of  the  AMA.  The  Council  has  had  an 
ongoing  study  regarding  membership  for  the  past  five 
years.  Many  of  their  recommendations  have  been  adopted 
in  the  past,  some  of  these  have  been  turned  down.  The 
past  two  years  the  Council  focused  its  attention  specifical- 
ly on  AMA  membership  recruitment  actively,  and  the 
extent  to  which  there  are  procedural  impediments  to 
achieving  a faster  rate  of  growth. 

Their  first  suggestion  a couple  of  years  ago  was  a basic 
change  in  the  Federation  structure  in  which  the  state 
medical  society  as  an  organization  would  become  the 
membership  unit  in  the  AMA,  and  all  members  of  the 
state  society  would  then  receive  the  benefits  of  AMA 
membership  by  virtue  of  the  state  society  affiliation.  The 
reaction  then  and  now  to  this  concept  is  mixed,  as  yet 
there  has  been  no  endorsement  for  implementation.  In 
spite  of  this  there  is  widespread  agreement  in  the  House 
with  the  Council  that  something  must  be  done  to  increase 
membership,  and  there  are  specific  suggestions  as  to  what 
it  should  be. 

One  of  the  psychological  and  logistical  impediments  to 
promoting  Federation- wide  membership  growth  is  the 
wide  variety  of  billing  techniques  and  formats  used  by  the 
various  component  societies.  In  many  instances,  when  the 
physician  is  billed  he  is  faced  with  the  decision  of  which 
levels  to  join  — and  in  some  cases  AMA  membership  is 
listed  as  optional. 

There  has  also  been  concern  about  making  it  easier  for 
a physician  to  join  without  prolonged  waiting  periods,  long 
lists  of  endorsers,  and  jurisdictional  disputes  about 
transfer  to  membership  from  one  geographic  area  to  the 
other. 

It  has  been  suggested  that  specific  incentives  be 
provided  to  make  membership  more  attractive,  such  as 
insurance  packages,  help  and  advice  with  practice 
management,  and  ready  availability  of  resource  materials 
and  information  to  carry  on  a practice. 

It  was  noted  in  a 1979  survey  that  sixty-three  percent  of 
the  counties  and  forty-two  percent  of  the  states  had  no 
recruiting  programs  for  new  members. 

The  AMA  has  particularly  focused  on  obtaining  young 
physicians  as  members  in  which  medical  students  and 
residents  are  encouraged  and  promoted  to  become 
members.  There  are  now  some  40,000  of  these  members 
on  the  rolls. 

In  addition  there  are  numerous  possible  groups  who 
could  be  given  a part  in  the  AMA,  such  as  FMG’s,  women 
physicians,  physicians  engaged  in  research  activities, 
physicians  in  administration,  group  practice  physicians, 
and  full-time  hospital  based  physicians. 


Their  specific  recommendations  were:  (1)  standardiza- 
tion of  application  and  billing  procedures;  (2)  change  state 
and  local  by-laws  which  make  membership  restrictive;  (3) 
develop  a formal  coordinated  membership  promotion 
program;  and,  (4)  develop  incentives  which  will  promote 
membership. 

These  recommendations  by  no  means  have  solved  all 
the  problems  related  to  membership  but  perhaps  out  of 
these  many  hours  of  study  and  deliberation  some  solution 
will  evolve. 

Dues  and  Finance  — Reference  Committee  F 

In  the  routine  approval  of  the  1981  budget  it  was  noted 
that  there  were  anticipated  revenues  of  $69,769,000  and 
expenses  of  $69,314,000.  However,  the  Reference  Com- 
mittee noted  that  some  hard  decisions  must  be  made  next 
year.  In  the  absence  of  a large  influx  of  new  members  a 
dues  increase  will  most  likely  be  required. 

This  increase  would  be  dependent  upon  these  three 
factors,  one  is  154,000  dues-paying  members,  an  ex- 
pected increased  in  new  members,  and  an  inflation  rate 
not  to  exceed  nine  percent.  The  Committee  noted  that 
there  has  not  been  a significant  increase  in  the  regular 
dues-paying  members  in  recent  years. 

The  Board  of  Trustees  continues  to  emphasize  that  the 
present  level  of  services  and  activities  will  require 
increasing  amounts  of  money,  mostly  because  of  inflation. 

However,  several  of  the  larger  delegations,  such  as  New 
York  and  Pennsylvania,  pointed  out  that  another  dues 
increase  would  produce  a drastic  drop  in  membership, 
similar  to  the  drop  noticed  in  1974-75.  One  of  those  states 
presented  a suggestion  to  trim  these  activities  and  service 
of  the  AMA  so  that  the  present  dues  structure  can  be 
maintained. 

This  was  strenuously  opposed  by  the  Board  of 
Trustees,  and  an  emotional  plea  by  Trustee  John  Coury 
was  made  to  not  delete  any  of  the  present  services.  There 
was  considerable  discussion  as  to  what  an  equitable  dues 
would  be  for  a professional  organization.  There  was  again 
the  oft-mentioned  comparison  of  these  dues  to  dues  in  the 
labor  movement.  This  comparison  of  oranges  and  apples 
is  never  very  convincing. 

At  any  rate,  the  threat  of  a dues  increase  exists.  A 
dilemma  also  exists  in  that  membership  is  of  great  import, 
and  that  dues  increases  make  the  recruitment  of  new 
members  even  more  difficult. 

Respectfully  submitted, 

JOHN  D.  COE,  M.D. 

Delegate 


ADDENDUM  REPORT, 

DELEGATE  TO  THE  A.M.A. 

As  if  to  emphasize  my  report  of  the  House  of  Delegates 
in  regard  to  finances  and  membership,  the  Board  of 
Trustees  has  sent  an  advance  of  the  Annual  Meeting  1980 
Report  having  to  do  with  AMA  Function,  Activities,  and 
Resource  Needs. 

It  should  be  noted  that  this  report  is  informational  only, 
no  action  of  the  House  has  been  asked  for  or  imple- 
mented. However,  it  becomes  apparent  that  the  Board  of 
Trustees  is  greatly  impressed  with  the  problems  that  exist 
in  the  AMA  in  regard  to  dues  and  membership. 

First  of  all,  the  Board  authorized  two  independent 
studies.  One  reviewed  AMA  functions,  activities,  and 
resource  needs.  The  other  reviewed  membership  trends, 
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physicians’  responses  to  previous  dues  increases,  and 
physicians’  attitudes. 

These  reports  concluded  that  the  primary  function  of 
the  AMA  is:  (1)  representation;  (2)  to  provide  information 
of  scientific,  socio-economic,  and  dermographic  nature; 

(3)  maintain  standards  of  conduct  and  performance;  and 

(4)  maintain  educational  standards. 

The  secondary  function  is  training  and  providing 
membership  benefits,  and  the  necessary  functions  are 
maintaining  organizational  strength  and  administration 
and  management. 

The  Board  felt  they  had  three  choices:  (1)  the 
continuation  of  current  activities  based  on  current 
priorities  and  programs;  (2)  a “must  only”  level  of  activity 
representing  a minimal  level  of  programming  and  staffing; 
and  (3)  a “recommended”  level  of  activity  that  in  the 
judgment  of  the  Board  is  consistent  with  the  new 
functional  profile  and  a reasonable  level  of  dues  support. 

The  Board  has  decided  that  it  must  make  choice 
number  three,  and  has  approved  the  following  immediate 
changes:  (1)  general  program  and  staffing  consolidations 
based  on  the  new  AMA  concept;  (2)  a fiscal  plan  for  AMA 
publications  at  specified  levels  of  fiscal  performance 
which  must  be  met;  (3)  a reduction  of  Association-related 
social  activities  at  conventions;  (4)  discontinuance  of 
Regional  CME  Seminars;  and  (5)  a policy  of  dues 
reductions  only  in  hardship  cases. 

In  addition  they  recommend: 

1.  The  House  endorse  the  new  functional  profile  of  the 
AMA. 

2.  The  House  discontinue  the  Council  of  Continuing 
Physician  Education. 

3.  The  House  discontinue  the  Council  on  Long-Range 
Planning  and  Development. 

4.  The  House  consider  discontinuing  the  Council  on 
Constitution  and  By-Laws. 

5.  The  House  study  and  present  alternatives  to  the 
present  Interim  Meeting  that  would  preserve  mem- 
bers’ participation  and  yet  reduce  the  cost  of  the 
AMA. 

6.  That  physicians  in  the  second  year  of  practice  pay 
seventy-five  percent  of  the  regular  AMA  dues  rate. 

7.  That  starting  in  1983,  military  physicians  pay  two- 
thirds  of  the  regular  AMA  dues  rate. 

8.  Starting  in  1983,  physicians  over  age  seventy  will  pay 
ten  percent  of  the  regular  AMA  dues  rate. 

9.  The  AMA  adopt  an  incremental  dues  increase,  $285 
in  1982,  and  plan  to  increase  the  dues  to  $315  in 
1983,  and  $340  in  1984. 

10.  The  AMA  dues  for  residents  and  medical  students 
not  be  changed  at  this  time. 

The  Board  of  Trustees  went  on  to  say  that  these 
recommendations  are  based  on  a program  configuration 
that  will  make  the  AMA  most  responsive  to  the  future, 
that  it  will  provide  an  organization  that  will  be  attractive 
to  prospective  members,  that  it  is  based  on  a sound  fiscal 
policy,  and  that  these  changes  can  be  implemented  on  a 
reasonable  dues  increase  over  the  next  three  years. 
Respectfully  submitted, 

JOHN  D.  COE,  M.D. 

Delegate 


REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

The  year  1981  has  seen  continuing  progress  in  the 
College  of  Medicine  despite  cutbacks  in  federal  support. 


The  second  phase  of  a half  million  dollar  cutback  in 
resident  support  required  by  the  Board  of  Regents  has 
been  implemented  satisfactorily  although  this  required  a 
reduction  in  the  size  of  the  residency  in  a number  of 
departments.  The  full  impact  of  the  cut  has  been 
ameliorated  by  the  addition  of  some  new  funds  from 
affiliated  institutions.  The  whole  subject  of  residency 
training,  particularly  in  the  specialties,  is  a subject  not 
only  of  local  but  also  of  national  discussion.  Whether  or 
not  the  GEMNAC  report  will  provide  the  blueprint  for 
the  future  is  problematic  but  one  fact  that  has  emerged  is 
that  for  the  first  time,  the  number  of  American  trained 
graduates  emerging  from  medical  schools  is  greater  than 
the  number  of  residency  places  available  in  the  United 
States. 

These  considerations,  in  turn,  raise  questions  about  the 
class  size.  A study  was  performed  in  the  past  year  at  the 
request  of  the  Board  of  Regents.  While  there  seemed  to 
be  some  cogent  internal  and  external  reasons  to  begin  a 
reduction  in  the  number  of  medical  students  being 
accepted  into  medical  school,  at  this  point,  commitments 
to  maintain  class  size  are  required  by  federal  funding 
granted  some  years  ago.  So  far  the  federal  government  has 
not  waived  these  constraints  and  this  has  precluded  any 
reduction  in  the  entering  class  next  year.  However,  the 
subject  is  being  actively  reviewed. 

Important  new  appointments  have  been  made  in  the  past 
year.  Dr.  David  Purtilo,  a distinguished  Pathologist  and 
scientist  with  an  international  reputation  in  aspects  of  the 
immunology  of  cancer,  is  now  on  campus  as  Chairman  of 
Pathology.  He  has  attracted  fine  young  pathologists  who 
will  strengthen  the  research  programs  of  the  department. 
This  will  build  on  the  fine  base  which  has  been  provided 
over  the  years  by  Dr.  Clarence  McWhorter,  whose  many 
services  to  the  department  and  the  University  are  very 
warmly  appreciated.  Dr.  McWhorter  will  continue  to  give 
of  his  expertise  as  a Professor  of  Pathology  in  the 
department.  Dr.  Carol  Angle  has  assumed  the  chair  in 
Pediatrics  replacing  Dr.  Glenn  Rosenquist  who  accepted  a 
research  appointment  at  George  Washington  University. 
Dr.  Angle  is  widely  renowned  as  a pediatrician  and 
toxicologist  and  she  is  the  first  woman  chairperson  in  the 
College.  Dr.  Michael  Sorrell,  another  Nebraskan,  has  been 
appointed  as  chairperson  in  the  Department  of  Internal 
Medicine.  Dr.  Sorrell  was  selected  as  first  choice  by  the 
search  committee  following  a national  search  which 
attracted  a very  distinguished  field  of  candidates  and  it  is 
gratifying  that  a member  of  our  own  faculty  emerged  as 
the  most  distinguished  person  in  this  field. 

The  Department  of  Family  Practice  lost  its  chairman, 
Dr.  Paul  Young,  who  moved  to  become  chairman  of 
Family  Medicine  at  the  University  of  Texas  at  Galveston. 
Dr.  Margaret  Faithe  accepted  the  challenge  to  guide  the 
department  through  the  difficult  period  following  Dr. 
Young’s  resignation  and  helped  stabilize  the  department 
until  she  recently  relinquished  the  post  for  personal 
reasons.  Dr.  Robert  Bass  now  is  acting  as  interim 
chairman  and  is  effectively  restructuring  the  department 
following  the  loss  of  a federal  grant  amounting  to  nearly 
half  a million  dollars.  The  monies  from  this  grant  are  being 
replaced  largely  from  other  sources  within  the  College  of 
Medicine  so  that  funding  will  be  available  to  see  the 
department  through  the  fiscal  year  1981-82.  In  the 
meantime,  alternate  sources  of  long-term  funding  are 
being  sought.  Family  Practice,  along  with  Internal 
Medicine  and  Pediatrics,  are  the  departments  which 
can  provide  the  primary  care  physicians  most  needed  for 
the  underserved  areas  of  the  state  and  these  departments 
necessarily  must  have  priority  in  the  planning  processes 
in  the  College.  To  this  end,  I have  asked  Dr.  Bass  to 
review  the  Family  Practice  Program  to  consider  the  nature 
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and  the  type  of  training  in  family  practice  and  the  overall 
relationships  of  the  Department  of  Family  Practice  both 
within  the  College  of  Medicine  and  with  other  interested 
bodies  in  the  state.  The  aims  and  objectives  of  this 
committee  have  been  discussed  by  the  Coordinating 
Committee  of  the  Nebraska  Medical  Association  and  the 
University  of  Nebraska  College  of  Medicine,  under  the 
Chairmanship  of  Dr.  Russell  Gorthey.  This  committee 
is  proposing  that  the  House  of  Delegates  consider  formal 
NMA  participation  in  the  Family  Practice  Review 
Committee. 

Ongoing  discussions  and  improved  communication  with 
our  affiliate,  the  Lincoln  Medical  Education  Foundation, 
have  resulted  in  strengthening  our  common  commitments 
to  training  physicians  for  the  state.  This  improved 
relationship  will  be  formally  recognized  in  a revised 
affiliation  agreement  being  currently  presented  to  our 
respective  boards.  Increased  participation  in  our  primary 
care  programs  by  Nebraska  Methodist  Hospital  also  is  a 
welcome  addition  to  the  strengthening  of  these  activities. 

Increasingly,  residents  are  being  rotated  out  of  the 
Omaha  and  Lincoln  area  and  a total  of  93  residents  have 
now  taken  part  of  their  training  in  out-state  areas.  Some  of 
this  rural  emphasis  has  been  made  possible  by  the 
availability  of  a significant  grant  from  the  Kellogg 
Foundation,  and  I am  glad  to  report  that  this  grant  is 
being  renewed  for  a further  year.  The  appointment  of  Dr. 
Fred  Paustian  as  Associate  Dean  for  Graduate  and 
Continuing  Medical  Education  marks  the  beginning  of  a 
fresh  approach  to  continuing  education  through  the  state. 
Dr.  Paustian  is  discussing  various  initiatives  with  phy- 
sicians throughout  the  state  in  order  that  the  needs  of 
physicians  for  continuing  education  can  be  addressed  in 
the  College. 

Throughout  the  year,  the  College  has  celebrated  its 
Centennial.  This  observance  has  provided  the  oppor- 
tunity to  reflect  on  the  past  and  to  assess  the  present  in 
order  that  we  can  plan  more  intelligently  for  the  future. 
The  Centennial  Triology  publication,  sponsored  by  the 
Alumni  Association,  provides  a fine  outline  of  past 
medicine  in  the  state  and  the  University  and  I commend  it 
to  members  of  the  Nebraska  Medical  Association.  Copies 
are  available  to  alumni  through  the  Alumni  Office. 
Otherwise  they  can  be  obtained,  available  in  a presenta- 
tion jacket  (price  $15  plus  Nebraska  Sales  Tax),  by 
writing  or  calling  the  Dean’s  Office  (559-4097).  The  Run- 
to-101,  undertaken  by  the  students  of  the  sophomore 
class,  helped  to  give  visibility  to  the  Centennial  of  the 
College  throughout  the  state  and  the  cars  kindly  provided 
and  prepared  by  Union  Pacific  to  be  taken  through  the 
state  in  May  will  help  us  to  tell  our  story  effectively.  I 
would  like  to  take  this  opportunity  to  thank  Mr.  Willis 
Strauss,  Chairman  of  the  Board  of  InterNorth,  Inc.,  for  his 
support  and  generosity  as  Chairman  of  the  Centennial 
Committee.  All  of  his  committee  members  have  con- 
tributed significantly  to  the  College  in  its  Centennial  Year. 

All  in  all,  it  has  been  a good  year  in  spite  of  the  fiscal 
constraints.  There  is  no  question  that  the  academic 
strength  of  the  College  is  greater,  the  quality  of  teaching 
has  improved  and  the  service  provided  the  citizens  of 
Nebraska  reinforced.  The  College  greatly  appreciates  the 
support  of  the  Nebraska  Medical  Association.  I believe 
the  improved  communications  reflected  amongst  other 
things  by  the  valuable  meetings  of  the  NMA/UNCM 
Coordinating  Committee  promise  new  and  improved 
levels  of  cooperation  in  our  common  endeavors.  Thank 
you  for  the  opportunity  of  presenting  this  report. 

Respectfully  submitted, 

ALASTAIR  M.  CONNELL,  M.D. 

Dean 


REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

At  this  Annual  Session,  the  Nebraska  Medical  Founda- 
tion will  recognize  two  medical  students  that  are  finishing 
a scholarship  project.  Each  of  the  students,  one  from  the 
Creighton  University  School  of  Medicine  and  one  from  the 
University  of  Nebraska  College  of  Medicine,  will  receive  a 
check  in  the  amount  of  $750.00.  Both  students  received 
$750.00  at  the  beginning  of  their  project  for  a total  of 
$1,500.00. 

In  addition  to  these  awards,  two  additional  students  will 
be  presented  checks  of  $1,000.00,  signifying  the  begin- 
ning of  their  project  and  upon  completion  will  receive  an 
additional  $1,000.00  each. 

We  are  pleased  to  see  the  interest  in  the  Nebraska 
Medical  Foundation  Scholarship  Program  and  are  op- 
timistic we  can  provide  additional  funding  to  more 
students  in  the  future. 

The  student  loan  program,  now  in  its  seventeenth  (17) 
year,  continues  to  function.  There  is  some  possibility  that 
loan  activity  could  increase,  depending  on  any  changes 
that  might  be  made  at  the  federal  level  by  the  current 
administration. 

Since  the  last  report  in  1980,  $20,000.00  in  loans  have 
been  made  for  a total  to  date  of  $1,131,830.00, 
representing  959  loans.  As  of  this  report,  there  is 
approximately  $183,521.00  in  outstanding  loans  in  the 
payout  process.  We  have  had  no  loan  defaults  since  our 
last  report. 

The  Foundation  continues  to  receive  and  recognize  the 
faithful  support  of  both  physicians  and  the  medical 
auxiliary.  Your  loyalty  and  devotion  is  the  foundation  of 
our  programs.  Please  accept  our  warmest  thanks  and 
appreciation. 

Respectfully  submitted, 

LOUIS  J.  GOGELA,  M.D. 

President 


LIFE  MEMBERSHIP  REQUESTS 

CUMING  COUNTY 
R.  H.  Tibbels,  M.D.,  Oakland 
BUFFALO  COUNTY 
Donald  Jones,  M.D.,  Holdrege 
H.  A.  McConahay,  M.D.,  Holdrege 
FOUR  COUNTY 
Roy  S.  Cram,  M.D.,  Burwell 
LANCASTER  COUNTY 
Samuel  T.  Thierstein,  M.D.,  Lincoln 
MADISON  COUNTY 
Willard  C.  Brinegar,  M.D.,  Norfolk 
METROPOLITAN  OMAHA 
John  G.  Brazer,  M.D.,  Omaha 
NORTHWEST  NEBRASKA 
L.  H.  Hoevet,  M.D.,  Chadron 
SCOTTS  BLUFF  COUNTY 
Jacob  Krieg,  M.D.,  Scottsbluff 


REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

This  is  my  first  opportunity  to  report  to  the  House  of 
Delegates  of  the  Nebraska  Medical  Association  since 
being  appointed  Acting  Dean  of  the  Creighton  University 
School  of  Medicine  in  November.  Dr.  Joseph  Holthaus, 
who  stepped  down  in  accordance  with  the  University 
policy  limiting  a Dean’s  term  to  10  years,  is  continuing  on 
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the  faculty  as  Professor  of  Medicine  in  his  specialty  of 
Gastroenterology. 

The  Liaison  Committee  on  Medical  Education  of  the 
Association  of  American  Medical  Colleges  has  renewed 
the  School  of  Medicine’s  accreditation  for  six  years.  In 
October  we  reported  a verbal  renewal  from  the  Liaison 
Committee  but  since  then  we  have  received  formal  notice 
of  the  renewal. 

Creighton  and  The  Boys  Town  Institute  for  Com- 
munication Disorders  in  Children  have  expanded  their 
cooperative  efforts  to  increase  pediatric  health  services. 
The  Boys  Town  Institute  is  adjacent  to  Saint  Joseph 
Hospital,  Creighton’s  major  teaching  hospital.  The  new 
arrangement  will  enable  more  comprehensive  care  to  be 
offered  to  patients  of  the  two  institutions.  Medical 
students  and  residents  will  be  able  to  receive  better 
training  in  the  detection  and  treatment  of  speech  and 
hearing  diseases.  They  will  receive  greater  exposure  to 
genetic  communication  problems,  learning  disabilities  and 
behavioral  problems. 

Dr.  Michael  Grush,  Assistant  Professor  of  Pediatrics 
and  Otolaryngology,  is  Acting  Chairman  of  the  expanded 
Department.  He  remains  Director  of  Comprehensive 
Pediatric  Medical  Services  at  The  Boys  Town  Institute. 

The  Department  of  Internal  Medicine  has  also  ex- 
panded with  the  addition  of  a Division  of  Rheumatology 
and  two  board  certified  rheumatologists,  Drs.  John  Hurley 
and  Jay  Kenik.  Drs.  Hurley  and  Kenik  served  their 
residencies  at  Creighton  in  Internal  Medicine.  Dr.  Kenik 
served  a fellowship  at  the  Rackham  Arthritis  Unit  at  the 
University  of  Michigan  Medical  Center  at  Ann  Arbor.  Dr. 
Hurley  served  a rheumatology  fellowship  at  Wellesley 
Hospital,  affiliated  with  the  University  of  Toronto, 
Ontario. 

The  addition  of  two  rheumatologists  not  only  enhances 
the  teaching  program  in  the  medical  school,  but  helps  fill  a 
relative  void  in  the  community’s  health  care  delivery 
system. 

Dr.  Patrick  T.  Heffron  has  been  appointed  Acting 
Chairman  of  the  Department  of  Obstetrics  an  Gynecology. 
Dr.  Heffron,  who  joined  the  faculty  in  1979,  succeeds  Dr. 
Robert  Pierson,  Department  Chairman  since  1978. 

The  School  of  Medicine  is  continuing  its  growth  in  the 
area  of  research.  $1.5  million  in  grants  were  awarded  to 
our  researchers  last  fiscal  year,  and  we  presently  have 
applications  pending  for  more  than  $5.9  million  in 
additional  research  proposals. 

In  May,  113  seniors  will  receive  Doctor  of  Medicine 
degrees.  These  and  the  three  December  graduates  will 
enter  residency  programs  throughout  the  country.  Thirty 
seniors  will  continue  their  training  in  the  Creighton 
University  Affiliated  Hospitals  program.  Thirty-two  will 
take  graduate  work  in  Internal  Medicine,  23  in  Surgery 
and  18  in  Family  Practice.  Seven  will  enter  residencies 
with  the  military.  The  School  of  Medicine  is  in  the  process 
of  articulating  a long-range  policy  for  graduate  medical 
education  in  order  to  better  meet  local  and  national 
priorities. 

The  Board  of  Directors  of  the  University  has  approved 
for  the  1981-82  academic  year  a tuition  increase  of  13.2 
percent,  placing  tuition  at  $7,124,  still  relatively  low 
among  private  Universities.  We  are  attempting  to  keep 
tuition  as  low  as  possible  in  order  that  medical  education 
remains  cost  accessible.  Proposed  legislative  cuts  in 
student  loans  will  further  complicate  the  problem  of 
financing  medical  education.  The  number  of  applications 
for  our  1981  Fall  freshman  class  is  6,116,  down  slightly 
from  last  year.  The  large  number  of  applicants  assure  us 


of  highly  qualified  students  to  fill  the  110  seats  in  our 
freshman  class. 

A Search  Committee  is  being  formed  to  consider 
applications  for  the  position  of  Dean  of  the  School  of 
Medicine. 

It  is  my  pleasure  to  report  to  the  House  of  Delegates  on 
the  activities  of  the  Creighton  School  of  Medicine  since 
October.  In  the  last  six  months.  I have  become  aware  of 
the  Nebraska  Medical  Association’s  support  of  the 
Creighton  School  of  Medicine,  and  I would  like  to  take 
this  opportunity  to  express  my  sincere  appreciation. 
Respectfully  submitted, 

JAMES  E.  HOFF,  S.J.,  PH.D. 

Acting  Dean 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D.,  Neligh,  Chairman;  Louis  W.  Burgher,  M.D., 
Omaha;  Louis  J.  Gogela,  M.D.,  Lincoln;  Clyde  L.  Kleager,  M.D.,  Hastings; 
Joseph  C.  Scott,  M.D.,  Omaha;  Mr.  Joe  Stavas,  Omaha. 

The  Commission  on  Association  Affairs  considered 
three  items  referred  to  it  by  the  House  of  Delegates  at  the 
1980  Fall  Session. 

(1)  Single  Annual  Session  of  the  House  of  Delegates 

The  Board  of  Directors  report  to  the  Fall  Session 

(1980)  of  the  House  of  Delegates  proposed  that  the  House 
consider  the  feasibility  of  omitting  one  of  the  two 
meetings  per  year  in  the  interest  of  efficiency,  cost  and 
productivity.  The  House  considered  the  background  data 
provided  and  referred  the  matter  to  this  Commission.  The 
House  directed  that  after  study  and  review  if  the 
Commission  felt  a single  Annual  Session  to  be  desireable, 
a proposal  for  accomplishing  this  be  presented  to  the 
House  at  the  1981  Annual  Session. 

The  Commission  decided  to  recommend  one  House 
session  per  year,  effective  in  1982,  and  that  a leadership 
conference  be  held  in  lieu  of  the  Fall  Session.  The 
Commission  reiterates  the  fact  that  if  needed,  a special 
session  of  the  Flouse  can  be  called  without  difficulty 
according  to  the  By-Laws  by:  (A)  the  President,  (B)  the 
Board  of  Directors,  (C)  two-thirds  vote  of  the  House  in 
session,  (D)  presentation  of  a petition  by  one-third  of  the 
delegates  to  the  President  of  the  Association. 

Amendments  would  need  to  be  made  in  the  Articles  and 
By-Laws  to  delete  the  Fall  Session. 

The  Commission  recommends  the  House  of  Delegates 
adopt  the  position  that  the  Fall  Session  be  eliminated  and 
a single  Annual  Session  of  the  House  of  Delegates  take 
place  each  year  beginning  in  1982,  and  if  adopted:  (a)  the 
Board  of  Directors  prepare  the  appropriate  resolution  to 
amend  the  Articles  and  that  the  resolution  be  sent  to  each 
component  society  60  days  prior  to  the  opening  date  of 
the  1981  Fall  Session,  and  (b)  the  House  direct  the 
Commission  on  Association  Affairs  to  prepare  the 
necessary  By-Law  amendments  for  final  consideration 
and  approval  at  the  1981  Fall  Session. 

(2)  Officers  Holding  More  Than  One  Elected  Position 

The  House  of  Delegates  directed  the  Commission  on 

Association  Affairs  present  an  amendment  for  considera- 
tion at  this  session  of  the  House  which  would  permit  the 
delegate  to  the  American  Medical  Association  and  the 
alternate  delegate  to  simultaneously  serve  as  President- 
Elect,  President  and  subsequently,  Past  President  of  the 
Nebraska  Medical  Association.  The  existing  By-Laws 
specify  that  “members  of  the  Board  of  Directors  may  not 
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hold  two  elected  positions  at  the  same  time.”  The 
limitation  occurred  inasmuch  as  the  President-Elect, 
President  and  Past  President  are  automatic  members  of 
the  Board  of  Directors. 

The  Commission  on  Association  Affairs  recommends 
that  By-Laws,  Chapter  8,  Section  6,  Page  25,  be  reworded 
as  follows:  “Section  6.  Members  of  the  Board  of  Directors 
may  not  hold  two  elective  positions  at  the  same  time; 

provided,  however,  the  delegate(s)  and/or  alternate 
delegate(s)  to  the  American  Medical  Association 
may  simultaneously  serve  as  President-Elect,  Presi- 
dent, and  subsequently  as  Past  President  of  this 
Association.” 

(3)  The  House  of  Delegates  (Fall  Session,  1980)  directed 
that  the  Commission  on  Association  Affairs  consider  the 
need  to  alter  the  By-Laws  as  they  relate  to  the  approval  of 
the  50-year  practitioners  should  the  House  amend  the 
Articles  and  By-Laws  to  eliminate  the  Fall  Session.  The 
50-year  practitioners  are  currently  approved  at  the  Fall 
Session  for  recognition  at  the  next  Annual  Session. 

The  Commission  recommends  that,  based  on  the  House 
of  Delegates’  action  regarding  elimination  of  the  Fall 
Session,  appropriate  By-Law  amendments  be  prepared 
for  consideration  at  the  Fall,  1981,  Session.  This  approach 
would  present  no  problem  in  that  the  list  of  50-year 
practitioners  for  recognition  at  the  1982  Annual  Session 
will  be  considered  at  the  1981  Fall  Session. 

The  Commission  on  Association  Affairs  presents  this 
report  and  its  recommendations  to  the  House  of 
Delegates  for  appproval. 

Respectfully  submitted, 

DWAINE  J.  PEETZ,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION 
ON  GOVERNMENTAL  AFFAIRS 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney,  Chairman;  John  D.  Coe.,  M.D.,  Omaha; 
William  Doering,  M.D.,  Franklin;  Darroll  J.  Loschen,  M.D.,  York;  John  F. 
Porterfield,  M.D.,  Lincoln;  Donald  F.  Prince,  M.D.,  Minden;  Jerald  R. 
Schenken,  M.D.,  Omaha. 

The  Commission  on  Governmental  Affairs  has  not  held 
any  meetings  since  the  Fall  Session  inasmuch  as  the 
change  of  administrations  has  pushed  most  pieces  of 
health  and  medical  care  legislation  onto  the  back  burner. 
No  National  Health  Insurance  proposals  would  appear  to 
be  viable  at  this  time.  However,  it  should  be  noted  that 
several  key  Republicans  have  supported  the  Catastrophic 
Health  Insurance  concept,  not  the  least  of  these  is  Senator 
Dole  of  Kansas  whose  stature  in  the  New  Congress  has 
been  enhanced.  The  Stockman-Gephart  so  called  “pro- 
competition” proposal  which  called  for  a complete 
revamping  of  the  Federal  participation  in  the  health  care 
field  may  reappear  under  different  sponsorship  but  it  is 
quite  likely  that  former  Representative  Stockman  will  be 
able  to  press  for  some  of  the  major  provisions  of  this  bill 
through  his  influential  position  within  the  Reagan  adminis- 
tration. At  least  three  new  pro-competitive  bills  have  been 
introduced. 

By  now  you  are  aware  that  the  AMA  House  of 
Delegates,  which  dictates  AMA  policy,  voted  approval  of 
resolutions  asking  for  cessation  of  funding  or  repeal  of 
PSRO  and  Health  Planning.  Both  of  these  actions  appear 
to  be  in  consort  with  the  Reagan  Administration’s  plans 
for  these  programs.  (It  is  of  interest  to  note  that  the 
resolution  to  abolish  PSRO  was  approved  by  the  AMA 
House  by  104-100  margin.  If  Nebraska’s  delegates  had 
voted  on  the  side  of  retaining  PSRO’s  — which  was  never  a 


remote  possibility  — the  vote  would  have  been  tied  and 
Dr.  Harrison  “Jack”  Rogers,  Vice  Speaker  of  the  House 
then  presiding,  would  have  had  to  break  the  tie.  Dr. 
Rogers  stated  that  he’d  have  had  no  problems  on  this 
issue:  “We  never  have  had  any  use  for  PSRO  in  Georgia”.) 

Two  issues  which  need  to  be  given  considerable  study 
by  the  NMA  in  the  near  future  are  as  follows: 

1.  Deep  cuts  in  funds  for  medical  education  are 
proposed  and  elimination  of  capitation  grants  for 
medical  students,  reduced  funding  for  resident 
training  programs,  and  reductions  in  research  funds 
appear  imminent.  An  NMA  position  regarding  the 
effects  of  these  cuts  on  our  medical  schools,  training 
programs,  and  physician  manpower  problems  in 
Nebraska  should  be  developed.  Alternate  sources  of 
funding  and  strategy  for  preserving  those  programs 
at  levels  required  to  meet  the  medical  needs  of 
Nebraska  citizens  should  be  developed. 

2.  Current  indications  are  that  there  will  be  a significant 
reduction  in  Federal  funding  for  Medicaid.  The  NMA 
needs  to  study  the  probable  ramifications  of  such 
reductions  and  its  effects  on  Medicaid  recipients  in 
Nebraska  and  on  Nebraska’s  physicians.  The  Reagan 
Administration  has  promised  and  is  attempting  to 
deliver  an  “across  the  board”  reduction  in  Federal 
spending  for  governmental  activities  with  the  ex- 
ception of  defense,  and  several  special  social  service 
programs  like  social  security.  We  in  Nebraska  and  in 
the  medical  community  must  be  prepared  to  “take 
our  lumps”  along  with  the  other  sectors  of  the 
economy  but  we  must  make  plans  to  deal  with  the 
Department  of  Welfare  on  this  issue  in  order  that  the 
physician  population  and  health  care  facilities  are  not 
required  to  shoulder  an  inordinate  share  of  the 
burden  of  reduced  Federal  funding.  The  develop- 
ment of  a continuing  dialogue  on  this  matter  with  the 
Governor’s  office  and  with  the  Department  of  Public 
Welfare  would  appear  to  be  in  order  at  this  time  even 
though  the  extent  of  the  funding  cuts  is  difficult  to 
predict.  Perhaps  some  thought  should  be  given  to 
submitting  a resolution  on  this  issue  to  the  June 
meeting  of  the  AMA  House  of  Delegates. 

It  is  anticipated  that  the  direction  and  viability  of  health 
related  legislation  will  become  much  clearer  between  now 
and  the  Fall  Session  of  the  NMA  House  of  Delegates. 

Also  included  as  an  addendum  to  this  report  is  a 
proposed  position  paper  on  medical  care.  The  Com- 
mission respectfully  submits  this  document  for  considera- 
tion by  the  House  of  Delegates. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 

Chairman 


POSITION  PAPER 

RESOLUTION:  Medical  Costs 

PRESENTED  BY:  Commission  on  Governmental  Affairs 

WHEREAS,  The  American  Medical  Association  has  a 
long  and  proud  heritage  in  its  concern  both  for  the  quality 
of  medical  care  and  it  availability  at  a reasonable  cost,  and 

WHEREAS,  The  American  Medical  Association  spon- 
sored the  National  Commission  on  the  Cost  of  Medical 
Care,  many  of  whose  recommendations  have  been 
accepted  in  part  or  whole  by  the  House  of  Delegates,  and 

WHEREAS,  The  Board  of  Trustees  issued  its  report  Y 
(A-79)  on  “Factors  responsible  for  increasing  cost  of 
medical  care”  responding  to  the  request  of  Resolution  57 
introduced  by  the  Nebraska  Delegation,  and 
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WHEREAS,  Nebraska,  along  with  many  other  states, 
has  also  been  concerned  with  both  the  cost  and  quality  of 
medical  care  and  has  had  the  matter  under  constant 
study,  and 

WHEREAS,  There  have  been  many  proposals  made  by 
individuals  and  organizations  which  are  designed  to 
achieve  cost  savings  in  some  or  all  aspects  of  our  nation’s 
health  care  system,  and 

WHEREAS,  Many  suggestions  taken  alone  have  merit 
but  viewed  overall  are  lacking  and  may  even  compound 
the  problem;  therefore  be  it 

RESOLVED,  That  the  Nebraska  Medical  Association’s 
position  paper  on  medical  care  costs  be  circulated  to  the 
House  of  Delegates  of  the  American  Medical  Association 
prior  to  the  (A-81)  meeting  and  be  the  subject  of  such 
review  and  discussion  as  is  deemed  appropriate  by  the 
House  at  that  time  or  in  the  future. 

Fiscal  impact  $1,000.00 


MEDICAL  CARE:  COSTS,  CHALLENGES, 
AND  SOLUTIONS 
The  Nebraska  Medical  Association 

Introduction: 

The  cost  of  medical  care  will  soon  consume  10%  of  our 
gross  national  product.  By  anyone’s  yardstick,  this  should 
get  our  attention  . . . and  it  has.  Never  before  have  those 
who  provide  care  for  the  sick  come  under  such  scrutiny 
from  all  quarters.  Our  major  journals  have  filled  spaces 
formerly  allocated  to  articles  on  cancer  research  or 
diagnostic  immunology  with  articles  on  health  economics, 
our  latest  major  public  policy  issue. 

Some  feel  that  the  major  causes  of  the  virtually 
unfettered  growth  in  hospital  costs  are:  (1)  general 
inflation,  (2)  population  growth,  (3)  massive  entitlement 
programs  of  Medicare  and  Medicaid,  (4)  generous  health 
insurance  benefits  given  to  employees  in  the  private 
sector,  (5)  dependence  on  third  parties  for  payment  in 
most  cases,  and  (6)  the  tremendous  increase  in  sophis- 
tication of  medical  technology  resulting  in  great  progress  in 
prevention,  diagnosis,  and  treatment  of  disease.5  Al- 
though physicians  initiate  over  70%  of  medical  care  costs, 
they  generally  have  no  control  over  that  part  of  the  cost 
determined  by  such  things  as  room  rates,  wages,  utilities, 
equipment,  and  supplies.21  In  fact,  within  the  existing 
structure  for  financing  hospital  care,  physicians’  efforts  to 
reduce  utilization  could  run  counter  to  present-day 
hospital  economics.21  What  is  spent  on  health  is  viewed  by 
some  as  funds  which  are  then  unavailable  for  other 
desirable  objectives.11 

As  we  plan  to  deal  with  problems  of  the  nation’s  health 
in  the  future,  it  is  essential  that  any  attempt  to  resolve  the 
challenges  presented  to  us  should  begin  with  a review  of 
all  the  issues  impacting  on  the  cost  of  medical  care  and 
health  so  that  the  effect  of  any  proposed  change  in  our 
system  can  be  properly  evaluated.  This  paper  will  focus  on 
those  issues  which  must  be  considered  and  then  propose  a 
group  of  changes  which  may  improve  medical  care  while 
appropriately  conserving  the  nation’s  resources.  Although 
the  discussion  and  initiatives  included  herein  pertain 
primarily  to  the  private  sector,  most  of  the  considerations 
must  be  evaluated  in  light  of  their  impact  on  public  and 
private  alike. 

Insurance  Programs: 

Most  insurance  packages  emphasize  payment  for  the 
care  of  hospitalized  inpatients  and  discriminate  against 
those  who  are  cared  for  on  an  outpatient  basis.  Many  have 


suggested  that  insurance  benefit  packages  should  be 
adjusted  to  provide  balanced  coverage  permitting  alter- 
native types  of  services  and  settings  in  the  provision  of 
health  care.15  First-dollar  coverage,  presently  considered 
in  many  ways  desirable  by  patient,  physicians,  and 
hospital,  is  thought  to  encourage  expensive  and  possibly 
unnecessary  hospitalization  to  the  exclusion  of  care  in 
medically  equivalent  but  more  economical  settings. 
Because  of  this,  some  are  suggesting  that  insurance 
policies  should  include  provisions  through  which  the 
consumer  shares  in  the  cost  of  care  received  at  the  time  of 
service  and  in  which  the  employees  share  in  group 
premium  costs.25,16 

Health  insurance  converts  patients  from  consumers  to 
claimants  who  desire  their  medical  care  without  meaning- 
ful concern  for  price.  Even  when  patients  have  to  pay  out 
of  their  own  pockets,  one  who  is  sick  or  worries  is  not 
inclined  to  shop  around  for  bargains.13  Until  recently, 
marketing  strategies  of  insurance  companies  have  been 
designed  to  highlight  the  “cadillac”  nature  of  the  policies 
which  they  provide  without  suggesting  that  the  patient 
should  assume  some  responsibility  for  conservation  of  the 
resources  which  the  insurance  policy  represents.  Re- 
cently, attempts  by  insurance  companies  to  increase  the 
participation  of  the  patient  at  the  time  of  care  have  been 
met  with  considerable  resistance,  to  a great  extent 
because  of  some  of  the  factors  listed  below. 

Income  Tax  Policy: 

At  the  present  time,  health  insurance  benefits  provided 
to  an  employee  by  his/her  employer  are  100%  deductible 
as  expense  to  the  employer  and  whether  used  or  not  are 
listed  as  income  to  the  employee.  At  the  same  time,  out- 
of-pocket  expenditures  by  employees  and  others  for 
noncovered  care  must  be  paid  for  with  after-tax  dollars 
unless  the  out-of-pocket  expenses  are  relatively  high. 
Because  of  both  general  and  “income  tax  bracket” 
inflation,  most  Americans  have  a relatively  high  marginal 
tax  rate,  increasing  their  desire  for  nontaxable  benefits 
and  decreasing  their  willingness  to  participate  financially 
with  after-tax  dollars  in  presently  existing  schema  for 
deductibles  and  coinsurance. 

Imposition  by  Congress  of  a ceiling  on  nontaxable 
health  care  benefits  as  proposed  by  Representative 
Gephart  (D-MO)  and  others,  below  the  upper  level  of 
existing  benefits,  is  seen  by  some  to  represent  an  arbitrary 
tax  on  the  income  of  certain  workers.11  Part  of  the 
thinking  surrounding  several  of  the  “pro-competition” 
proposals  is  that  if  the  tax  subsidy  for  high-cost  plans 
could  be  substantially  reduced  or  eliminated  and  if 
employees  could  pocket  the  “savings”  between  the  low- 
cost  plan  and  the  allowable  ceiling  underwritten  by  their 
employers,  then  less  expensive  plans  would  be  in  a 
preferred  position  to  compete  and  grow.11  Congress  is 
wondering  if  there  is  a reason  for  the  government  to 
subsidize  a family’s  care  above  the  cost  level  for  a 
comprehensive  program  of  high  quality.14  The  American 
Medical  Association  and  others  have  felt  that  the  tax 
treatment  of  payments  for  health  care  and  health  care 
insurance  should  be  identical  for  that  which  rs  employer- 
provided  and  which  is  self-purchased.15 

Collective  Bargaining: 

Unions  and  others  involved  in  collective  bargaining 
have  recognized  the  advantages  of  obtaining  nontaxable 
benefits  for  their  members.  The  convenience  aspect  of  an 
indemnity  policy  requiring  assignments,  these  nontaxable 
benefits  represent  an  almost  irresistible  “pot  of  gold  at 
the  end  of  the  rainbow”  for  union  leaders  whose  success  is 
measured  by  their  ability  to  provide  benefits  for  their 
members.  This  was  clearly  demonstrated  by  the  coal 
miners  in  West  Virginia  several  years  ago. 
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Fiscal  Impact  of  the  “Health  Industry”  on  America: 

It  is  estimated  that  from  five  to  seven  million  people  are 
presently  employed  providing  the  nation’s  medical  and 
health  care.  In  many  communities,  the  hospital  is  the  chief 
employer,  especially  of  minority  group  workers.1  In 
addition,  suppliers,  manufacturers,  construction  workers, 
etc.  all  benefit  from  the  expenditures  of  monies  for 
medical  and  health  care.  The  hospital  is  often  the 
magnet  of  commerce,  especially  in  small  and  rural  com- 
munities. Lawyers,  accountants,  dentists,  implement 
dealers,  retail  merchants,  etc.  all  relate  a significant  part 
of  their  income  to  the  location  of  the  hospital. 

Health  Planning  and  Hospital  Cost  Commissions: 

Mandatory  health  planning  has  evolved  beginning  with 
the  original  cancer,  heart  disease,  and  stroke  program 
through  Section  1122  review,  PL  92-603,  and  finally  PL 
93-64 1 . It  is  one  of  the  most  controversial  govemmentally- 
sponsored  programs  impacting  on  health  expenditures  in 
existence  today.  The  Federal  Trade  Commission  and 
Justice  Department  have,  from  time  to  time,  recom- 
mended its  discontinuance  because  of  its  anti-competitive 
nature.  Perception  of  its  effectiveness  or  lack  thereof  is 
quite  variable.  Involvement  of  the  many  diverse  special 
interest  groups,  most  of  whom  had  no  previous  experience 
in  health,  has  provided  an  interesting  though  costly 
experiment  in  governmental  attempts  to  address  a 
problem  by  dealing  with  the  symptom.  Some  critics  have 
claimed  that  the  net  effect  of  planning  has  been  project 
delay  with  its  attendant  disruption  of  services  and 
increased  capital  costs.  Most  agree  that  there  is  only  a 
finite  reduction  possible  in  tests  ordered,  treatments 
prescribed,  and  length  of  hospital  stay  before  erosion  of 
quality  of  care  begins.21  The  unanswered  question  is,  at 
what  level  does  this  erosion  occur?  CAT  scanners  and 
“excess  beds”  have  been  identified  as  examples  of  areas 
where  mandatory  planning  could  save  money.  In  a recent 
study,  the  average  total  cost  per  bed  for  community 
hospitals  was  estimated  to  be  $52, 000/bed/year.12  Esti- 
mating the  marginal  costs,  however,  was  more  complex. 
For  every  dollar  saved  in  closing  a hospital,  it  was  thought 
that  at  least  $0.80  must  be  spent  to  treat  the  patients  in 
another  hospital,  assuming  utilization  was  appropriate. 
Furthermore,  elimination  of  duplication  of  services  in  four 
major  categories  (including  CAT  scanning,  open  heart 
surgery,  etc.)  could  yield  some  potential  savings  but  the 
resulting  indirect  costs  were  thought  to  reduce  or 
potentially  eradicate  this  gain. 

Hospital  cost  commissions  with  voluntary  and/or 
legislatively-mandated  rate  review  are  examples  of  ex- 
periments placing  rigid  controls  on  one  segment  of  the 
economy  (health)  while  leaving  the  others  more  or  less 
unregulated.  The  precise  effects  of  rate-setting  on  such 
factors  as  per  capita  use,  the  intensiveness  of  hospital 
services,  the  salaries  of  hospital  employees,  the  prices 
paid  by  hospitals  for  goods  and  services,  etc.  are  all  a 
matter  of  interest.4  Critics  of  mandatory  rate  review 
commissions  state  that  they  presently  focus  on  short-term 
economies  and  do  not  understand  the  potential  for  these 
policies  to  increase  costs  over  the  long  term.5  In 
Massachusetts,  hospital  administrators  argue  that  the 
rate-setting  commissions  have  tried  to  encroach  more  and 
more  on  hospital  management’s  prerogatives,  with  an 
adverse  affect  on  the  hospitals  and  the  care  they  provide. 
“The  unhappy  but  inevitable  result  of  this  narrow  attitude 
is  erosion  of  services  . . . and  the  entire  hospital  system 
could  follow  the  course  of  the  railroads,  the  post  office,  or 
any  of  the  public  utilities:  services  robbed  by  government 
intervention  of  initiative,  high  performance,  and  effective- 
ness.” Most  seem  to  agree  that  the  European  experience 
bears  out  that  vigorous  cost  containment  programs  do 
force  rationing  of  health  care.5 


Cost  Reimbursement: 

Medicare  and  some  of  the  major  hospital  insurers  pay 
hospital  bills  on  the  basis  of  costs  not  charges.  Although 
these  hospitals  are  subject  to  an  annual,  often  retro- 
spective, audit  to  determine  the  appropriateness  of  these 
costs,  it  is  impossible  to  overestimate  the  contribution 
made  by  this  (i.e.  “blank  check”)  policy  which  opens  the 
door  wide  to  all  other  inflationary  factors  attendant  to  the 
total  rise  in  hospital  costs.1  Proponents  of  cost  reim- 
bursement state  that  only  appropriate  expenditures 
should  be  reimbursed.  Critics  claim  that  cost  reimburse- 
ment penalizes  the  successful  and  efficient  and  rewards 
the  unsuccessful  and  inefficient.  In  addition,  hospitals  and 
physicians  seem  to  respond  to  underpayment  by  passing 
on  deficits,  if  any  accrue,  to  private,  paying  patients.  This 
situation  is  not  likely  to  stand  the  scrutiny  of  one 
interested  in  basic  fairness. 

Public  Policy: 

Many  public  decisions  made  regarding  expenditures  for 
medical  care  are  based  primarily  or  substantially  on 
nonmedical  issues.  Decisions  concerning  funding  of 
programs,  building  and  supporting  facilities,  etc.  are  often 
made  for  social,  political,  economic,  or  educational  goals 
not  directly  related  to  the  provision  of  medical  care.  In 
addition,  the  rural-urban  conflict  in  objectives  and  needs 
is  frequently  found  to  be  one  of  the  fundamental  issues 
behind  the  scenes  when  the  stated  problem  relates  only  to 
financing  of 'care.  These  factors  tend  to  confuse  dis- 
cussions of  the  cost  of  health  care. 

Measurement  Imprecision: 

The  quality  of  care  given  by  a “provider”  is  difficult  to 
measure.15  Quality  is  frequently  defined  in  terms  of 
technological  or  process  input  rather  than  outcome  in  the 
form  of  improved  health.1  Physicians  who  are  trained  in 
the  arts  and  sciences  of  medicine  are  justifiably  wary  of 
proposals  to  evaluate  their  work  based  on  outcome  alone 
because  of  the  possibility  for  individuals  with  serious 
illness  and  low  potential  for  improvement  to  receive  less 
than  the  total  commitment  for  care  from  the  physicians 
involved.  However,  information  on  the  relationship  be- 
tween differences  in  per  capita  hospital  expenditures  and 
the  health  status  of  the  population  groups  involved  would 
be  desirable  and  perhaps  useful.4 

The  technological  explosion  which  we  have  seen  in  all 
aspects  of  life  has  not  spared  medicine.  Evaluation  of  its 
impact  on  medical  care  is  difficult.  Whether  desirable  or 
not,  there  never  has  been  a mechanism  in  this  country  to 
regulate  the  diffusion  rate  of  new  medical  technology  once 
it  is  past  the  strictly  investigational  stage.2  One  such 
attempt  has  been  the  second  opinion  for  elective  surgery 
program.  Reports  of  its  success  and  failure  are  easily 
found.  Some  feel  that  negative  second  opinions  are  due  to 
honest  disagreement  about  indication  for  the  surgery  in 
the  first  place.18 

Communications  Imprecision: 

Language  barriers  of  all  kinds  exist  in  both  official  and 
unofficial  documents  as  well  as  in  the  verbal  communica- 
tions on  the  subject.  Specialized  language  plays  a critical 
role  in  discussions  between  physicians,  at  seminars,  in 
debates,  and  in  lectures.  Imprecise  use  of  such  terms  as 
HMO,  quality  care,  competition,  fee-for-Service,  usual- 
customary-reasonable, prevailing  cost/benefit,  etc.  are 
probably  compounding  the  problem  because  the  terms 
involved  are  relatively  simple,  but  the  concepts  are 
(1)  complicated,  (2)  changing  from  day  to  day,  and 
(3)  not  amenable  to  concise  definition.  Even  confusion 
between  the  meaning  of  the  words  “costs”  and  “charges” 
is  present  in  many  medical  articles.22  Several  lexicons  of 
terminology  have  been  developed  but  the  definitions 
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included  have  not  been  widely  accepted  nor  have  they 
been  placed  in  general  use.26 

Cost  Saving  or  Shifting: 

Many  of  the  proposals  concerning  “savings”  on  health 
expenditures  have  been  designed  with  only  one  segment 
of  the  population  or  one  group  of  physicians  or  hospitals 
in  mind.  Do  savings  in  the  private  sector  accrue  as 
liabilities  to  the  public?  How  does  reduction  of  expendi- 
tures for  hospitalization  impact  on  the  cost  of  office  care? 
Will  the  success  of  proprietary  hospitals  increase  the 
responsibilities,  and  therefore  the  costs,  of  the  voluntary 
nonprofit  insitutions?  These  and  many  other  troublesome 
questions  need  answers  before  the  overall  effect  of  any 
program  can  be  evaluated.  Are  we  discussing  the  total 
costs  of  medical  or  health  care  or  just  those  which  are 
insured  or  incurred  during  the  course  of  hospitalization? 
Do  the  costs  (or  savings)  of  a new  proposal  accrue  to  the 
individual,  the  family,  the  employer,  the  insurer,  the 
hospital,  the  community,  and/or  the  nation  as  a whole? 
For  example,  because  of  the  necessity  of  maintaining  24- 
hour-a-day  services  and  emergency  testing  capability, 
(70%  of  the  costs  of  operating  a hospital  laboratory  would 
not  be  affected  by  reduction  of  test  volume.22) 

Finally,  it  has  been  estimated  that  the  largest  single 
factor  in  the  cost  escalation  of  the  past  three  decades  is 
inflation,  accounting  for  nearly  half  of  the  total  cost  rise.1 
W’hen  we  discuss  cost  then,  are  we  talking  about  current 
dollars  or  stable  dollars?  Or  have  we  once  again  confused 
each  other  with  conversational  imprecision? 

Informed  Consent: 

Physicians  and  nonphysicians  alike  generally  agree  that 
consumers  and  patients  should  be  encouraged  and 
assisted  to  become  more  active  and  knowledgeable 
participants  in  making  health  care  utilization  decisions.15 
However,  the  knowledge  involved  in  making  these 
decisions  is  often  inaccessible  or  unavailable.  Patients,  as 
well  as  physicians,  often  have  a poor  understanding  of  the 
probabilities  involved  when  a choice  based  on  a certain 
patient’s  complaint  is  to  be  made  from  the  options  of  (1) 
delay  or  neglect,  (2)  use  of  a physician  extender,  (3)  visit 
to  a family  practitioner,  (4)  consultation  with  a medical 
subspecialist,  and  finally  (5)  hospitalization.  The  patient 
will  always  rely  to  some  extent  both  on  his  own  feelings 
and  the  physician’s  medical  judgment  for  this  decision, 
neither  of  which  are  necessarily  based  on  “well  docu- 
mented” facts.  Kenneth  Arrow,  in  explaining  why  some  of 
the  economists’  usual  assumptions  about  the  competitive 
free  market  do  not  apply  to  medical  care,  referred  to  this 
(e.g.  dependent  of  the  consumer/patient  on  the  advice  and 
judgment  of  the  physician)  phenomenon  as  the  “informa- 
tion inequality”  between  patient  and  physician.11 

Malpractice: 

Under  our  adversary  legal  system,  numerous  barriers  to 
cost  effective  medical  care  exist  based  on  the  small  but 
ever  present  probability  that  legal  action  will  result  from 
an  adverse  outcome  following  failure  to  take  some  diag- 
nostic or  therapeutic  action.  Defensive  medicine  has  been 
estimated  to  account  for  up  to  10%  of  hospital  charges.  In 
a recent  study,  8%  of  laboratory  charges  and  15%  of  X-ray 
charges  were  attributed  to  the  extent  of  defensive  medical 
practice  and  the  types  of  patients  most  likely  to  precipitate 
it.6 

Medical  Self-Discipline: 

For  years,  the  medical  profession  through  its  pro- 
fessional practice  and  peer  review  committees  of  medical 
staffs  and  medical  societies  and  state  board  of  medical 
examiners  were  able  to  “police”  the  practices  of  phy- 
sicians in  their  communities.  The  effectiveness  of  this  self- 
policing function  was  and  is  a matter  of  debate.  However, 


numerous  barriers  to  continuation  of  these  activities  have 
been  erected  by  the  Federal  Trade  Commission  and  the 
Justice  Department.  The  latest  in  a long  series  of 
“setbacks”  has  been  the  Justice  Department’s  successful 
attempt  to  alter  the  code  of  ethics  of  the  American 
Medical  Association  in  a way  that  may  limit  the  ability  of 
the  various  medical  associations  to  evaluate  the  effective- 
ness of  both  physician  and  nonphysician  providers  and 
provide  this  information  to  the  public.  Further,  state 
medical  examining  boards  have  frequently  been  placed 
under  nonmedical  control  in  departments  of  licensure 
reducing  their  professional  credibility  and  decreasing 
their  effectiveness. 

Preventive  Medicine: 

Preventive  medicine  leads  to  both  relative  (short-term) 
and  absolute  (long-term)  benefits  to  society.  When 
evaluating  these  expenditures,  however,  a decision  has  to 
be  made  based  on  the  ultimate  payoff.  Will  this  be  in 
terms  of  quality  of  life,  money  saved,  or  both?  What, 
where,  and  when  will  this  happen?  Is  preventive  medicine 
to  some  degree  self-defeating?  The  aging  population 
requires  more  care  and  consume  more  artificial  organs 
both  of  which  are  very  expensive.  Prevention’s  “success” 
is  measured  by  immediate  benefit.  Thus,  ultimate 
failure  might  reasonably  be  measured  by  increased  costs 
in  the  future.  It  appears  that  the  more  successful  we  are  in 
reducing  such  things  as  for  example  infectious  diseases, 
the  greater  the  ultimate  morbidity  and  need  for  health 
care  becomes.1  Since  patient  care  costs  increase  with 
a patient’s  age,  one  aspect  of  preventive  health  is  in  a 
sense  self-defeating. 

Health  promotion  programs  have  been  encouraged  by 
the  profession,  the  federal  government,  business,  the 
chamber  of  commerce,  and  the  like.16,25  In  spite  of  the  fact 
that  acquiring  a “healthy”  lifestyle  is  an  inexpensive  way 
of  decreasing  illness  and  holding  down  medical  costs,  the 
public  has  not  generally  accepted  its  responsibility  in  this 
regard. 

Subsidization: 

Until  1965,  hospital  care  and  to  a lesser  extent 
physicians’  care,  was  provided  with  the  aid  of  nurses, 
medical  technologists,  clerks,  and  others  working  at 
salaries  well  below  those  available  to  persons  performing 
comparable  services  elsewhere  in  industry  or  government. 
In  addition,  hospitals  were  provided  invaluable  services  by 
voluntary  nonpaid  boards  often  consisting  of  the  most 
capable  and  successful  business  and  professional  people 
in  the  community.  In  addition,  many  hospitals  were 
founded,  subsidized,  and  staffed  by  persons  with  a 
religious  affiliation  functioning  at  virtually  all  levels  in  the 
care  of  patients.  These  historical  traditions  are  changing, 
rapidly  bringing  health  personnel  into  the  mainstream  of 
economic  life,  but  increasing  the  cost  of  providing  the 
care. 

Competition: 

Health  professionals  have  traditionally  competed  for 
patients  in  a quite  different  fashion  from  that  utilized  in 
business.  Ethics,  peer  pressure,  and  academic  recognition 
have  all  had  a profound  effect  on  the  way  physicians  and 
others  obtain  their  patients.  With  the  commitment  to  free 
enterprise  being  shown  by  our  new  administration  in 
Washington,  we  are  seeing  a resurgence  of  the  “bullmoose 
syndrome”:  what  is  good  for  business  and  good  for  the 
country  must  be  good  for  medicine.  The  American 
Medical  Association  and  the  Minnesota  Medical  Associa- 
tion both  favor  a fair  market  system  of  competition  among 
health  insurance  plans.16,25  A number  of  “pro-competi- 
tion” measures  have  been  introduced  into  Congress  over 
the  last  several  years.  However,  few  if  any  of  us  have  an 
understanding  of  the  long-term  implication  of  an  intro- 
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duction  of  business  style  competition  into  our  system  of 
medical  care.  In  one  proposal,  competition  strategy  refers 
to  the  proposed  applications  of  four  principles  of  health 
care  financing  generally  not  applied  today  which  are  (1) 
multiple  choice,  (2)  fixed-dollar  subsidy,  (3)  use  of  the 
same  rules  for  all  competitors,  and  (4)  organizations  of 
physicians  competing  in  economic  units.  The  impact  of 
such  a proposal  remains  to  be  seen.  In  an  ideal  free 
competitive  market,  private  enterprise  may  be  good  at 
controlling  unit  costs  and  even  at  improving  the  quality  of 
its  products,  but  private  businesses  generally  do  not 
allocate  their  own  services  or  restrict  their  use.  On  the 
contrary,  they  “market”  their  services;  they  sell  as  many 
units  as  the  market  will  bear.  For  example,  decrease  in 
fees  charged  for  laboratory  services  as  a consequence  of 
competition  may  require  increased  utilization  of  labora- 
tory services  in  order  for  the  laboratory  to  remain 
economically  viable. 

Third-party  payers  offering  first-dollar  coverage  pre- 
vent many  of  the  so-called  free  market  forces  from 
exerting  appropriate  economic  controls  on  the  utilization 
of  available  resources.  Such  coverage  clearly  exerts  an 
anticompetitive  impact  at  the  time  the  medical  services 
are  used. 

In  business,  competition  has  side  effects,  some  of  which 
are  adverse.  Competition  alone  can  produce  poor  services 
as  well  as  superior  services  and  it  can  leave  gaps  in 
coverages  and  benefits.  Competitive  bidding  for  certain 
hospital  and  medical  services  has  been  proposed  as  a 
mechanism  to  reduce  costs.25  Such  a result  may  not  be 
acceptable  to  the  public.9  The  public  record  is  replete 
with  large  cost  overruns  in  experiments  with  competitive 
bidding  on  federal  weapons  procurement  contracts  as  a 
testimony  to  the  limitations  of  competition  in  assuring  a 
sufficient  stream  of  the  public  necessities.11  Similar 
examples  have  been  seen  in  medicine  where  such  items  as 
laboratory  services  have  been  obtained  by  competitive 
bidding  leading  to  fraudulent  medical  practices  and  injury 
to  patients.  Furthermore,  there  is  little  in  recent  ex- 
perience to  suggest  that  the  consumer  is  guided  in  the 
purchase  of  professional  services  (i.e.  educational,  finan- 
cial, legal,  or  architectural)  primarily  by  consideration  of 
price.  Price  is  important  but  so  are  convenience,  quality, 
reliability,  reputation,  etc.11  In  this  vein,  one  author  has 
speculated  that  if  pro-competition  plans  are  adopted,  and 
if  a large  number  of  Americans  had  a choice  between 
plans  with  different  prices  and  most  of  them  choose  the 
high-cost,  top-of-the-line  option,  the  message  will  be 
clear:  we  do  not  have  a health  care  cost  problem.11  But 
can  such  a choice  be  made  based  on  cost  alone?  This 
review  would  suggest  otherwise. 

Conflicts  of  Interest: 

When  a patient  is  ill,  he  wants  the  best  care  possible 
and  price  is  secondary.13  When  a person  is  not  ill  but  is 
acting  as  a taxpayer,  employer,  or  purchaser  of  health  care 
and  is  not  ill  at  the  time,  the  reverse  is  often  true.  Is  there 
a way  to  resolve  this  conflict?  One  way  would  be  to  spend 
money  where  the  possibility  for  success  was  greatest.  In 
one  study,  hospital  billings  for  a community  for  a year 
were  felt  to  be  concentrated  on  a relatively  few  patients. 
One  the  average,  the  high-cost  (13%)  patients  consumed 
as  many  resources  as  did  the  low-cost  (87%).  In  addition, 
an  average  of  two-thirds  of  the  high-cost  patients  had 
repeated  hospitalizatons  within  one  year.  Repetitive 
episodes  of  illness  from  the  same  disease  appears  to  be 
the  major  cost  of  excessive  utilization  by  these  few 
patients.  Death  in  the  hospitals  and  terminal  illness 
occurred  in  approximately  20%  of  the  high-cost  patients 
as  compared  to  3-4%  of  the  low-cost  patients.  By  far  the 
most  frequent  category  among  the  high-cost  patients  was 


incurable  or  degenerative  illness  with  substantial  degrees 
of  impairment  and  little  likelihood  for  long-term  recovery. 
Since  only  one  person  in  ten  in  the  United  States  enters  a 
hospital  in  any  given  year,  it  was  projected,  albeit  on 
somewhat  shakey  grounds,  that  as  few  as  1.3%  of  the 
population  consumes  over  half  of  the  hospital  resources 
used.  And  yet,  any  serious  consideration  of  restricting 
medical  care  from  those  in  real  need  is  not  a viable 
proposal  at  this  time  nor  in  the  foreseeable  future. 

It  has  been  proposed  that  the  physician  act  both  as  the 
patient’s  medical  consultant  and  as  his/her  financial 
advisor.  How  can  one  person  ethically  assume  both  of 
those  roles?  Confronted  with  a dying  patient,  resource 
allocation  arguments  tend  to  appear  bureaucratic  if  not 
academic  to  both  politicans  and  nonpoliticians.2 

Can  the  morals  and  ethics  of  society  realistically 
accommodate  to  the  morals  and  ethics  of  the  physician 
when  a terminally  ill  patient  seems  to  benefit  little  if  at  all 
from  the  continued  provision  of  expensive  medical 
services? 

Several  proposals  have  been  made  to  have  the 
physicians  assume  fiscal  responsibility  for  the  allocation 
of  a patient’s  resources  available  for  medical  care.16,24 
Although  more  than  70%  of  all  expenditures  for  personal 
health  are  the  result  of  decisions  made  by  physicians,  can 
we  expect  them  to  respond  appropriately  from  a medical 
standpoint  when  their  own  financial  future  is  linked 
directly  or  indirectly  to  decisions  to  restrict  care  provided 
to  patients?  Even  so,  physicians  have  attempted  to 
resolve  these  conflicts  by  encouraging  pre-admission 
diagnosis,  outpatient  surgery,  appropriately  structured 
office  care,  etc.,  but  the  present  tax  and  insurance 
structure  have  seriously  impeded  their  efforts.  Fortunate- 
ly the  physicians’  professional  ethics  have  instilled  a high 
degree  of  moral  responsibility  to  provide  high  quality 
medical  care,  maintain  the  trust  of  the  patient,  and 
attempt  to  restrain  costs.  In  our  present  system,  how  long 
can  this  last? 

Other  serious  conflicts  of  interest  exist  as  well.  How 
does  the  chief  operating  officer  of  a large  corporation 
function  both  as  a benefit  planner  for  his  employees  and 
as  a hospital  trustee?  How  does  an  insurance  executive 
resolve  the  conflicts  which  exist  between  requirements  in 
marketing  to  increase  sales  and  claims  adjustment 
policies  which  deceased  benefits.  These  are  difficult 
issues  but  ones  which  must  be  addressed. 

Physician  Numbers  and  Specialty: 

Physicians  in  training  at  the  present  time  are  taught  to 
take  advantage  of  modern  medical  principles  in  diag- 
nosing and  treating  their  patients.  Emphasis  is  placed  on 
the  use  of  sophisticated  new  methods.  The  physicians 
want  it  and  the  patients  demand  it.  To  further  complicate 
matters,  government,  responding  to  a perception  that 
physicians  were  in  short  supply,  utilized  its  fiscal  and 
political  strengths  to  increase  the  total  number  of 
physicians  being  trained  and  to  guide  the  mix  more 
toward  primary  care.  The  number  of  physicians  in  patient 
care  has  increased  over  the  last  decade  which  is  a rate  at 
least  four  times  as  great  as  the  population  in  general. 
Since  there  is  a possibility  that  increase  physician 
availability  may  increase  the  demand  for  medical  care,  the 
results  of  these  governmental  programs  may  be  burdened 
with  unintended  consequences.  The  reason  for  increasing 
the  number  of  physicians  in  primary  care  was  at  least  in 
part  an  attempt  to  decrease  medical  costs.  However,  in  an 
interesting  review,  the  quality  of  care  for  a certain  group 
of  medical  conditions  selected  for  the  study  in  a particular 
hospital  was  found  to  be  similar  between  primary  care 
physicians  and  medical  subspecialists.  Surprisingly,  the 
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subspecialist  generated  lower  total  hospital  charges 
because  of  the  use  of  fewer  hospital  bed  days.'  One  study 
does  not  prove  the  point  but  it  does  raise  questions.  Do 
we  have  an  excess  of  physicians  and  a shortage  of  those  in 
primary  care,  or  a shortage  of  physicians  with  an  excess 
number  serving  as  specialists?  What  will  the  impact  of 
change  be  on  costs? 

Patient  Expectations: 

The  public  appears  to  want  improved,  not  reduced, 
access  to  essential  health  care  and  it  wants  to  accelerate, 
not  slow  down,  the  progress  of  medical  science.11  Medical 
care  and  health  is  highlighted  in  every  aspect  of  life:  on 
TV,  in  newspapers,  in  magazines,  and  at  the  bridgetable.  In 
spite  of  this,  the  lifestyle  of  the  average  American  causes 
serious  problems  to  his/her  health.  Adverse  lifestyles 
were  noted  more  often  in  the  medical  records  of  patients 
with  high  medical  costs  than  those  with  low  ones. 
Alcoholism,  heavy  smoking,  and  obesity  were  particularly 
prominent.  Patients  in  whom  these  conditions  were  noted 
had  more  repeat  hospitalizations  than  those  without 
them.23  Insurance  companies  had  known  for  years  that 
cigarette  smoking,  obesity,  and  high  blood  pressure  have 
an  adverse  affect  on  life  and  health.  Unfortunately,  many 
of  the  same  individuals  who  seek  enduring  youth,  beauty, 
and  emotional  and  social  wellbeing  do  not  want  to  adjust 
their  lifestyles  accordingly  but  they  do  expect  the  health 
care  system  to  assure  them  of  the  desired  outcomes 
without  any  effort  on  their  part,1  In  spite  of  the  potential 
for  great  personal  gain  in  quality  and  quantity  of  life  at 
little  or  no  expenditure  of  money  or  effort,  most 
Americans  do  not  appear  to  be  willing  or  desirous  of 
addressing  these  lifestyle  problems. 

Medical  Education: 

Teaching  hospitals,  where  a large  number  of  patients 
are  treated,  are  often  required  to  care  for  indigents  and 
other  program-support  patients  without  primary  concern 
for  the  fiscal  integrity  of  either  the  program  or  the 
hospital.  Many  feel  that  teaching  hospitals  provide  more 
services,  perhaps  because  they  may  care  for  more  serious 
cases.  It  has  been  suggested  that  these  (i.e.  problems  of 
the  teaching  hospitals)  should  be  resolved  through 
identification  of  tbe  incremental  costs  of  teaching  and 
research  and  then  funded  through  direct  public  subsidies 
to  support  these  activities  at  the  level  considered 
appropriate  by  society.14  These  are  important  considera- 
tions, because  it  appears  from  the  data  available  that 
more  than  10  million  admissions  annually  occur  to 
hospitals  with  residency  training  programs.10  From  the 
academic  perspective,  there  appears  to  be  nothing  except 
trouble  ahead  if  the  nation’s  teaching  hospitals  are  forced 
to  compete  with  community  hospitals  (sic,  on  an  equal, 
competitive  basis)  in  providing  routine  services  since  the 
former’s  per  diem  costs  are  114  to  2 times  as  high  as  the 
latter’s.11 

The  reasons  for  these  higher  costs  are  legion.  Many  of 
them  do  not  directly  relate  on  the  care  received  by 
the  patient  at  the  time.  Education  and  clinical  research 
often  require  utilization  of  the  hospital  and  its  ancillary 
services  to  a greater  degree  than  the  strict  requirement  for 
patient  care  might  demand.  Pathology  laboratory  testing 
is  one  example.  Factors  thought  to  contribute  to  excessive 
use  of  laboratory  tests  in  a teaching  hospital  include  the 
large  number  of  tertiary  care  patients  and  physicians 
involved,  application  of  testing  routines  in  the  high 
intensity  areas,  peer  pressure,  desire  for  knowledge, 
isolation  of  the  clinical  pathologists  from  the  clinician, 
inadequate  knowledge  of  tests  and  their  implications, 
battery  testing,  erroneous  inferences  from  test  results, 
inappropriate  testing,  medical-legal  considerations,  pro- 
longed turn-around  times,  patient  expectations,  and  the 


like.20  Furthermore,  teaching  hospitals  often  care  for  more 
critically  ill  patients  than  do  community  hospitals  in 
general.  The  adverse  implications  for  teaching  hospitals 
are  clear  if  consideration  is  to  be  given  to  a strict  across- 
the-board  per  diem  approach  to  hospital  reimbursement. 
For  example,  in  a recent  study,  the  mean  charge  for 
hospitalization  of  patients  on  mechanically-assisted 
ventilation  was  $12,000  as  compared  to  $1,600  average 
for  all  other  hospitalized  patients.24  If  teaching  hospitals 
care  for  more  patients  who  require  mechanically-assisted 
ventilation  than  do  other  hospitals,  uniform  per  diem 
reimbursement  for  all  hospitals  would  certainly  be  unfair. 

Teaching  hospitals  do  cost  more!  Are  we  getting  our 
money’s  worth?  Should  we?  There  should  be  a better  way 
to  separate  at  least  a part  of  educational  from  patient  care 
costs. 

Procedure  Oriented  Reimbursement  System: 

By  tradition,  third-party  payers  and  government,  with 
the  tacit  if  unintended  support  of  physicians,  have 
developed  reimbursement  schemes  which  appear  to 
reward  the  performance  of  procedures  at  the  expense  of 
personal  patient  evaluation  and  consultation.  For  example, 
one  needs  only  evaluate  the  customary  fee  paid  for  an 
electrocardiogram  in  a physician’s  office  in  relation  to  that 
for  the  half-hour  office  visit,  to  see  that  the  imbalance  in 
payment  for  physician  time  versus  technological  pro- 
cedures persists.16  This  has  led  to  the  accusation  that 
physicians  are  maximizing  the  use  of  procedures  for  their 
personal  gain.  However,  the  concept  that  personal 
financial  gain  is  a significant  factor  leading  to  excessive 
laboratory  use  has  recently  been  challenged.21 

Conclusion: 

Any  proposal  designed  to  alter  the  relationship  between 
patients,  third-party  payers,  and  physicians  must  have 
clear-cut  objectives,  be  carefully  examined  for  potential 
unintended  consequences,  assure  that  the  reasonable 
medical  needs  of  patients  and  the  country  are  assured  for 
the  foreseeable  future,  and  address  to  a certain  degree 
most  of  the  issues  raised  above.  For  this  reason,  the 
following  concepts  are  presented  as  a package  which 
should  be  implemented  in  order  to  increase  the  possibility 
of  success. 

1.  Adjust  the  income  tax  policy  so  that  expenditures  for 
medical  and  health  care  (whether  provided  by  the 
employer  or  the  patient)  are  treated  uniformly. 

2.  Pay  charges,  not  costs,  subject  to  some  reasonable 
and  appropriately  flexible  screen. 

3.  Require  provisions  for  deductibles  and  co-insurance 
for  all  qualified  health  insurance  programs. 

4.  Allow  employees  to  financially  benefit  from  savings 
accrued  because  of  lower  utlization. 

5.  Arrange  financing  mechanisms  so  that  they  do  not 
inappropriately  discriminate  between  care  provided 
in  physicians’  offices  and  that  provided  in  various 
types  of  hospitals. 

6.  Provide  selective  immunity  for  antitrust  challenges  to 
local  voluntary  peer  review  and  utilization  review 
committees  in  order  that  they  may  be  responsive  to 
legitimate  queries  raised  by  patients  and  others. 

7.  Encourage  healthier  lifestyles  through  such  avenues 
as  tax-free  premium  rebates  to  patients  who  do  not 
smoke,  watch  their  weight,  etc. 

8.  For  purposes  of  reimbursement,  separate  medical 
from  other  social,  political,  and  economic  goals  so 
that  the  latter  can  be  funded  through  other  me- 
chanisms and  not  directly  through  the  use  of  patient 
care  revenues. 

It  is  hoped  that  the  issues  and  the  solutions  suggested 
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will  become  the  basis  for  discussion  and  thoughtful 
consideration  as  we  are  forced  to  deal  with  problems  and 
proposed  solutions  in  the  future.  Almost  none  of  these 
ideas  are  original.  However,  it  is  hoped  that  by  compiling 
and  coordinating  them  in  this  fashion,  others  may  evaluate 
the  appropriate  priority  which  each  deserves  and  deter- 
mine whether  or  not  several  or  all  of  the  recommendations 
will  lead  to  the  desired  outcome. 

The  Nebraska  Medical  Association  wishes  to  express 
its  gratitude  to  John  R.  Schenken,  M.D.,  its  long-time 
senior  Delegate  and  all  the  delegates,  the  American 
Medical  Association,  and  the  various  state  medical 
associations  whose  advice  and  counsel  over  the  years  has 
been  invaluable  in  developing  this  paper. 
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REPORT  OF  THE  COMMISSION 
ON  MEDICAL  EDUCATION 

Robert  J.  Stein,  M.D.,  Lincoln,  Chairman;  Warren  G.  Bosley,  M.D.,  Grand 
Island;  Wendell  L.  Fairbanks,  M.D.,  Alliance;  Michael  J.  Haller,  M.D., 
Omaha;  Robert  D.  Harry,  M.D.,  Omaha;  William  B.  Long,  M.D.,  Omaha. 

The  Commission  on  Medical  Education  has  continued 
its  responsibility  as  the  accrediting  authority  for  con- 
tinuing medical  education  programs  of  hospitals/organi- 
zations  in  the  State  of  Nebraska. 

The  new  national  accrediting  organization  began  opera- 
tion on  January  1,  1981.  The  new  accrediting  body 
recognizes  state  medical  associations  as  accreditors  of 
institutions  and  organizations  offering  intrastate  pro- 
grams of  continuing  medical  education.  In  the  Nebraska 
Medical  Association  structure,  the  Commission  on  Medi- 
cal Education  is  given  this  responsibility  and  authority. 

Briefly,  this  is  the  background  of  the  newly-formed 
national  structure.  Last  year,  representatives  of  the 
American  Medical  Association  met  with  representatives 
of  the  sponsoring  organizations  of  the  Liaison  Committee 
on  Continuing  Medical  Education  (LCCME)  seeking  to 
establish  a single  national  body  for  the  accreditation  of 
continuing  medical  education.  As  a result  of  these 
discussions,  an  agreement  was  reached  establishing  a 
national  accrediting  body,  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME),  as  successor  to 
both  the  LCCME  and  the  AMA  Committee  on  Accredita- 
tion of  Continuing  Medical  Education  (CACME). 

The  Commission  on  Medical  Education  has  completed 
several  hospital  CME  program  surveys  subsequent  to  our 
last  report  to  the  House  of  Delegates.  The  CME  program 
at  Good  Samaritan  Hospital  in  Kearney  was  surveyed,  as 
were  the  programs  of  Nebraska  Methodist  Hospital  in 
Omaha  and  the  Lancaster  County  Medical  Society/ 
Lincoln  Medical  Education  Foundation  Medical  Educa- 
tion Committee.  These  programs  were  all  approved  by  the 
Commission  and  subsequently,  the  Board  of  Directors  of 
this  Association. 

Several  additional  surveys  will  be  completed  in  coming 
months. 

I would  like  to  recognize  the  time  and  effort  given  by  the 
members  of  the  Commission  who  have  responded 
willingly  to  accomplish  this  important  activity  in  behalf  of 
the  Association. 

Ad-Hoc  Committee  on  Health  Education 

Warren  G.  Bosley,  M.D.,  Grand  Island,  Chairman;  Robert  B.  Benthaek, 
M.D.,  Wayne;  S.  I.  Fuenning,  M.D  . Lincoln;  Eileen  C.  Vautravers,  M.D., 
Lincoln. 

The  Ad-Hoc  Committee  on  Health  Education  of  the 
Nebraska  Medical  Association  met  on  Thursday,  March 
12,  1981,  at  the  Headquarters  Office  in  Lincoln, 
Nebraska. 

Present  were:  Warren  G.  Bosley,  M.D.,  Chairman, 
Grand  Island;  S.  I.  Fuenning,  M.D.,  Lincoln;  Eileen 
C.  Vautravers,  M.D.,  Lincoln;  Russell  L.  Gorthey, 
M.D.,  President,  Lincoln;  Orin  R.  Hayes,  M.D.,  Secretary- 
Treasurer,  Lincoln;  Mrs.  Guy  Matson,  Lincoln;  Kenneth 
E.  Neff,  Executive  Director;  and  William  L.  Schellpeper, 
Assistant  Executive  Director. 

In  order  to  review  the  present  activity  in  the  training  of 
teachers  in  health  education,  the  Dean  of  the  Teachers 
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College  at  the  University  of  Nebraska  was  asked  to  attend 
our  meeting.  Doctor  Ron  Joekel,  Associate  Dean  attended. 

Doctor  Joekel  discussed  the  curriculum  covered  in  the 
Teachers  College  in  health  education  for  elementary  and 
secondary  teachers.  He  stated  that  teachers  may  seek 
endorsement  in  health  education.  Doctor  Joekel  added 
that  most  public  schools  would  rather  hire  a coach  or 
physical  education  instructor  to  teach  health  education 
rather  than  employing  someone  strictly  for  that  field.  He 
added  that  teachers  are  required  to  graduate  with  a 
double  major  and  125  credit  hours.  Each  major  requires 
36  hours  and  the  remainder  of  the  requirement  leaves 
little  time  for  classes  outside  those  necessary  for  their 
required  courses.  The  Committee  discussed  the  pos- 
sibility of  a coalition  between  the  education  and  medical 
professions  in  Nebraska.  Doctor  Joekel  added  that  as  a 
beginning  in  this  direction,  there  will  be  a meeting  of  the 
Nebraska  Council  on  Teacher  Education,  and  our 
Committee  is  invited  to  attend  that  meeting.  This  Council 
includes  nearly  every  organization  concerned  with  educa- 
tion in  Nebraska  and  should  serve  the  association  well  in 
establishing  contacts  to  encourage  health  education  in 
schools.  This  should  involve  no  cost  to  the  Nebraska 
Medical  Association,  and  the  Committee  plans  to  develop 
these  contacts. 

The  Committee  also  received  a short  report  of  the 
progress  and  present  status  of  the  Mobile  Health  Gallery 
Unit.  Another  meeting  on  this  subject  has  been  scheduled 
prior  to  the  Annual  Session.  A financial  report  will  be 
provided  as  an  addendum  to  this  report  to  the  House  of 
Delegates. 

Respectfully  submitted, 

ROBERT  J.  STEIN,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

Robert  \1.  Stryker,  M.D.,  Omaha,  Chairman;  Patrick  E.  Clare,  M.D., 
Lincoln;  Joel  T.  Johnson,  M.D.,  Kearney;  Robert  G.  Osborne,  M.D., 
Lincoln;  William  L.  Rumbolz,  M.D.,  Omaha;  Richard  B.  Svehla,  M.D., 
Omaha;  John  G.  Yost,  M.D.,  Hastings. 

Scientific  Sessions  Committee 

Robert  M.  Stryker,  M.D.,  Omaha,  Chairman;  Dale  W.  Ebers,  M.D., 
Lincoln;  James  R Brown,  M.D  , Omaha;  Richard  A.  Cottingham,  M.D., 
McCook;  Stuart  P.  Embury,  M.D.,  Holdrege;  Richard  A.  Hranac,  M.D., 
Kearney;  John  C.  Sage,  M.D.,  Omaha;  Bernard  F.  Wendt,  M.D.,  Lincoln. 

The  efforts  of  the  Scientific  Sessions  Committee  are 
evident  when  the  program  for  the  1981  Annual  Session  is 
reviewed.  Seven  organizations  joined  the  committee  in 
the  development  of  the  program.  Participation  by  com- 
mittee members  and  representatives  of  the  specialty 
groups  has  been  sizeable  and  is  appreciated  by  myself 
as  chairman.  We  feel  the  original  intent  of  an  expanded 
program  has  been  met. 

The  1982  Session  is  scheduled  for  May  1-5,  at  the 
Omaha  Marriott  Hotel.  We  understand  additional  or- 
ganizations are  interested  in  participating  in  1982.  Groups 
wishing  to  discuss  the  subject  should  contact  a member  of 
the  committee  or  the  Association  office  soon,  as  initial 
planning  for  the  1982  Session  will  begin  in  early  June. 

We  are  measuring  the  segments  of  this  Session  critically 
to  aid  us  in  planning  the  1982  Session.  Comments  from 
delegates  and  other  attendees  are  welcome. 

Respectfully  submitted, 

ROBERT  M.  STRYKER,  M.D. 
Chairman 


Ad-Hoc  Committee  on  Maternal  and  Child  Health 

William  L.  Rumbolz,  M.D.,  Omaha,  Chairman;  John  Goldkrand,  M.D., 
Omaha;  Kenton  Shaffer,  M.D.,  Kearney,  Charles  A.  Field,  M.D.,  Omaha; 
Robert  Nelson,  M.D.,  Omaha. 

Spring  meeting  of  the  Maternal  and  Child  Health 
Committee,  Nebraska  Medical  Association,  was  held 
March  31,  1981.  All  members  of  the  committee  and  one 
Auxiliary  member  were  present,  with  Dr.  Grant  and  Mrs. 
Olsen  of  the  MCH  Division,  Nebraska  Department  of 
Health,  along  with  Mr.  Neff  and  Mr.  Schellpeper. 

Item  1 — Maternal  deaths  for  1980  were  reported  to 
the  committee. 

Five  women  died  during  pregnancy  or  within  three 
months  of  delivery.  Two  were  direct  obstetric  deaths,  one 
was  an  indirect  obstetric  death,  and  two  were  non- 
obstetric  (one  suicide  and  one  toxic  shock  syndrome). 

In  discussion,  the  point  was  made  that  maternal 
mortality  reviews  are  approved  by  the  House  of  Delegates 
of  the  NMA,  for  the  voluntary  participation  of  Nebraska 
physicians.  The  cooperation  of  physicians  has  been 
outstanding.  Material  gathered  from  these  reviews  is  used 
as  an  annual  report  to  the  Nebraska  Medical  Journal,  and 
for  educational  exercises  as  individual  case  reports  at 
postgraduate  courses  and  meetings  of  the  various  state 
societies. 

Item  2 — Dr.  Field  reported  on  the  obstetric  and 
neonatal  articles  that  have  been  submitted  to  the 
Nebraska  Medical  Journal  for  publication.  It  is  the  aim  of 
this  committee  to  continue  this  project. 

Item  3 — Dr.  Grant  and  Mrs.  Olsen  reviewed  the 
current  status  of  the  approved  on-going  review  of  neonatal 
and  fetal  deaths  for  the  year  1980.  Overall  response  has 
approached  seventy  percent,  and  a computer  has  been 
obtained  to  tabulate  findings,  and  initial  input  has  been 
accomplished.  A printout  was  supplied,  relating  to  fifty 
cases  available  for  review. 

A number  of  suggestions  were  made  by  the  committee, 
who  wish  to  continue  the  project  and  try  to  arrange  a 
meeting  with  the  programmer,  to  better  understand  the 
capability  of  the  system. 

Item  4 — Appreciation  was  expressed  for  the 
participation  of  the  members  of  the  committee.  Two 
members,  Dr.  Haswell  and  Dr.  Soentgen,  have  left 
Nebraska.  Dr.  Wilson  discussed,  with  the  committee, 
ideas  for  future  make-up  of  the  committee. 

Item  5 — Mrs.  Vernon  Ward,  Auxiliary  member  to  the 
committee,  reported  on  the  Auxiliary’s  project  of  child 
restraint  seats. 

Respectfully  submitted, 

ROBERT  M.  STRYKER,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Omaha,  Chairman;  James  R.  Adwers,  M.D., 
Omaha;  James  G.  Carlson,  M.D.,  Verdigre;  Craig  R.  Nolte,  M.D.,  Lincoln; 
Donald  T.  Glow.  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha;  Donald  E. 
Matthews,  M.D.,  Lincoln. 

The  Commission  on  Public  Affairs  has  continued  to 
review,  refine  and  alter  existing  public  relations  efforts  as 
well  as  expand  into  new  areas  of  activity  subsequent  to 
our  last  report  to  the  House  of  Delegates. 

(1)  A series  of  eleven  spot  announcements  were  re- 
corded by  NMA  President,  Russell  L.  Gorthey,  M.D.,  and 
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distributed  to  sixty  Nebraska  radio  stations.  The  response 
of  radio  stations  to  this  activity  is  positive. 

(2)  A “State  of  the  Health”  report  covering  multiple 
aspects  of  the  medical  care  provided  Nebraskans  was 
developed  by  the  Commission  and  distributed  by  Doctor 
Russell  Gorthey  in  December,  1980.  The  coverage  in 
Nebraska  newspapers,  by  television  stations  and  radio 
stations  was  quite  good.  Based  upon  this  response,  it  was 
the  Commission’s  decision  that  this  document  be  de- 
veloped on  an  annual  basis  at  a minimum,  and  possibly 
such  a document  should  be  distributed  more  than  once 
during  the  year. 

(3)  The  billing  inserts  project  was  reviewed  by  the 
Commission  and  based  upon  a decreasing  number  of 
orders  being  received  it  was  determined  that  the  project 
should  be  discontinued.  The  Commission  felt  that  this 
was  a worthwhile  activity  and  appreciated  the  participa- 
tion by  the  limited  but  dedicated  group  of  physicians  who 
utilized  the  service  on  a monthly  basis. 

(4)  The  Commission  continues  to  mail  a packet  of 
Health  Tips  to  207  newspapers,  75  radio  stations,  and  9 
television  stations  each  month.  Our  statistics  indicate  that 
for  the  year  1980,  we  averaged  44  newspapers  per  month, 
producing  an  average  of  120  articles  each  month.  For  the 
year,  a total  of  1,442  clippings  were  received.  Statistics 
show  that  when  considering  total  circulation  of  Nebraska 
newspapers,  one  or  more  Health  Tips  from  the  NMA  are 
made  available  to  several  hundred  thousand  newspaper 
readers  in  Nebraska  each  month.  The  response  from  the 
media  when  contacted  annually,  remains  positive  re- 
garding this  program  and  the  time/space  given  to  it  is  an 
indication  of  measurement  considered  by  the  Commission. 
Reports  of  complimentary  air  time  provided  by  the 
broadcast  media  for  this  project  total  several  thousand 
dollars  per  month  in  some  individual  instances.  The 
Commission  continues  to  feel  that  the  expense  involved  in 
production,  artwork  and  photography  is  justified. 

(5)  Throughout  the  course  of  this  past  year,  the 
Commission  has  instituted  a series  of  meetings  with 
business  leaders  in  communities  around  Nebraska.  It  was 
our  intent  to  primarily  provide  a forum  where  business 
leaders  could  express  to  us  their  concerns  relating  to 
medical  care.  The  format  was  purposely  designed  so  that 
there  was  ample  opportunity  for  them  to  be  very  honest 
and  straightforward  in  their  comments.  Present  at  the 
meetings  were  officers  of  the  Nebraska  Medical  As- 
sociation as  well  as  members  of  our  Commission.  We 
attempted  to  balance  the  meetings  so  that  there  was 
approximately  the  same  number  of  business  leaders  as 
Nebraska  Medical  Association  members. 

Two  meetings  were  held  in  Lincoln,  one  in  Hastings, 
and  one  in  Norfolk.  We  found  the  response  of  the  business 
leaders  in  the  three  communities  to  be  very  excellent  and 
were  impressed  with  the  willingness  of  the  top  business 
people  in  each  community  to  meet  with  us. 

The  following  is  a summary  of  the  important  points 
obtained  by  your  Commission  from  these  meetings. 

1.  Without  exception,  no  business  guest  mentioned 
medical  care  costs  in  their  voluntary  discussions.  At 
the  end  of  each  meeting,  the  Commission  would  bring 
up  the  subject  of  medical  care  costs,  but  much  to  our 
surprise,  we  found  that  businesses  were  concerned  but 
they  did  not  perceive  medical  care  costs  as  being  out 
of  line  with  the  general  inflation,  nor  do  they  seem  to 
blame  medicine  for  increased  costs.  They  seem  to  be 
no  more  concerned  about  these  costs  than  they  were 
the  costs  of  energy,  transportation,  labor,  etc. 

2.  All  areas  visited  were  concerned  about  inadequate 


numbers  of  physicians.  They  had  all  read  of  the 
projected  M.D.  surpluses,  but  either  they  don’t  believe 
it  or  feel  that  it  is  not  applicable  to  Nebraska. 

In  view  of  this,  the  Commission  feels  that,  from  a 
public  relations  point  of  view,  the  Nebraska  Medical 
Association,  the  American  Medical  Association  should 
be  very  careful  in  their  public  statements  relating  to 
“M.D.  surplus”  in  Nebraska.  Whether  there  will  be  or 
will  not  be  an  M.D.  surplus  is  still  open  for  conjecture. 
However,  it  is  a very  accurate  statement  to  say  that 
business  leaders  in  the  towns  we  have  visited  certainly 
do  not  believe  that  this  is  the  case  now  nor  will  it  be  in 
the  near  future. 

3.  All  business  leaders  felt  that  their  own  communities 
have  quality  physicians. 

4.  There  was  almost  no  accurate  conception  of  the 
A.M.A.,  the  N.M.A.,  and  essentially  no  awareness  of  a 
local  medical  society  existing.  The  conceptions  that 
they  had  of  the  A.M.A.  were  primarily  of  a political 
activist  organization,  a powerful  lobbying  group. 

5.  There  is  generalized  lack  of  communication  between 
medicine  and  business  relating  to  their  specific 
problems  such  as  filling  in  disability  forms,  return  to 
work  forms,  uniformity  of  time  off  for  illness. 

This  stimulated  some  discussion  on  the  part  of  the 
Commission  that  perhaps  the  Nebraska  Medical 
Association  or  local  society  should  consider  establish- 
ing an  industrial  medicine  committee  to  meet  with 
businesses  on  specific  problems  and  attempt  to  come 
to  some  satisfactory  resolution. 

6.  None  of  the  business  leaders  we  visited  serve  on  any  of 
their  hospital  boards  nor  are  any  of  them  currently 
involved  with  their  local  HSA.  This  was  true  not  only  of 
the  leaders  themselves,  but  as  near  as  any  of  them 
knew,  none  of  their  top  executives  were  involved. 

7.  Almost  without  exception,  in  the  four  meetings  that  we 
have  held  so  far,  business  leaders  are  of  the  firm 
conviction  that  M.D.’s  avoid  community  involvement. 

8.  In  addition  to  these  general  items,  there  were  some 
local  issues  that  surfaced: 

a.  One  group  of  business  leaders  had  little  confidence 
in  their  local  hospital,  although  they  were  satisfied 
with  their  physicians. 

b.  One  community  had  concern  about  the  quality  of 
some  of  their  M.D.’s  and  wondered  what  control  the 
Nebraska  Medical  Association  had  over  education, 
licensing  and  peer  review. 

c.  One  community  was  quite  concerned  over  unavail- 
ability of  night  time  emergency  hospital  services. 

d.  One  community  had  concern  about  their  lack  of 
knowledge  of  chiropracty. 

e.  One  community  had  difficulty  with  new  employees 
even  finding  an  M.D. 

It  is  hoped  by  our  Commission  that  this  information 
might  prove  of  some  value  to  other  commissions  and  the 
Board  of  Directors.  It  certainly  should  be  of  benefit  to  the 
Commission  on  Public  Affairs.  It  is  our  present  intention 
to  continue  with  these  meetings. 

On  February  11,  1981,  our  Commission  met  with 
representatives  of  the  Metropolitan  Omaha  Medical 
Society  Commission  on  Public  Affairs  to  explore  the 
possibility  of  having  combined  meetings  with  business 
leaders  in  the  Omaha  area.  At  this  meeting,  it  was 
explained  to  the  Metropolitan  Omaha  Medical  Society 
representatives  that  the  format  we  have  used  is  essentially 
the  same  format  as  suggested  by  the  A.M.A.  and  a brief 
description  of  the  program  as  it  has  existed  so  far  was 
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given.  The  Metropolitan  Omaha  Medical  Society  seemed 
receptive  to  the  idea  and  were  going  to  suggest  to  their 
Board  of  Directors  that  they  explore  this.  They  were  going 
to  investigate  this  and  would  report  back  to  us  as  to 
whether  or  not  they  wanted  to  do  it  on  their  own  or  in 
combination  with  the  state  medical  association. 

(6)  The  Commission  has  initiated  two  new  projects, 
after  consideration  of  several.  One  project  will  be  a series 
of  news/news  feature  stories  on  subject  areas  in  medicine 
currently  of  a high  degree  of  interest  to  the  reading  public. 
Following  a conference  with  the  President  and  staff 
regarding  subject  areas,  the  Thompson  Company  is 
conducting  interviews  with  physicians  in  Nebraska  with 
special  knowledge  about  subject  areas.  News  stories  will 
be  produced  and  distributed  to  Nebraska  media  and 
careful  analysis  of  their  use  will  be  made  to  determine  the 
amount  of  exposure  generated.  This  project  began  in 
April.  Funding  in  the  amount  of  $1,800  has  been  provided 
for  this  six-month  project. 

A second  project  will  be  a survey  of  the  television  and 
radio  stations  to  determine  potential  for  additional  public 
service  projects  which  would  be  most  productive  for 
NMA.  Through  selected  personal  visits,  the  Thompson 
Company  will  collect  a sampling  of  opinions  and  ideas 
from  program  directors  and  station  personnel.  This  is  a 
two-month  project  to  be  completed  in  June.  $1,000  has 
been  allocated  for  this  work. 

Following  a measurement  of  success  regarding  the 
above  two  projects,  several  other  areas  will  be  considered 
for  possible  implementation  in  coming  months. 

The  Commission  submits  this  report  to  the  House  of 
Delegates  for  its  consideration. 

Respectfully  submitted, 

C.  LEE  RETELSDORF,  M.D. 

Chairman 


REPORT  OF  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Lincoln,  Chairman;  James  H.  Dunlap,  M.D.. 
Norfolk;  Glen  F.  Lau,  M.D.,  Lincoln;  John  T.  McGreer,  ID,  M.D.,  Lincoln; 
Blaine  Y.  Roffman,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  A.  L. 
Smith,  Jr.,  M.D.,  Lincoln;  Stanley  M.  Truhlsen,  M.D.,  Omaha. 

The  Commission  on  Legislation  and  Legal  Affairs  met 
on  several  occasions  to  ponder  several  bills  which  either 
directly  or  indirectly  were  of  interest  to  our  Association. 

We  were  actively  involved  in  testimony  and  eventual 
outcome  of  several  bills.  The  Commission  felt  it  had  a 
good  year  without  any  adverse  legislation.  A resume  of 
legislation  of  interest  to  the  Nebraska  Medical  Associa- 
tion as  of  April  23,  follows: 

LB  69  — This  bill  mandates  seat  restraints  for  children 
under  4 years  of  age.  The  bill  has  been  unable  to  move 
from  General  File. 

LB  180  — Provides  for  a state-wide  medical  examiner 
program.  The  bill  is  on  General  File  with  a $600,000 
appropriation  tag.  It  is  doubtful  the  Legislature  will 
appropriate  the  necessary  funds. 

LB  212  — This  bill  establishes  a state-wide  cancer 
registry  through  the  State  Department  of  Health.  The 
bill  will  not  reach  General  File  consideration  this 
session. 

LB  249  — Places  the  Department  of  Health  under  the 
Governor.  The  bill  is  on  Select  File.  All  indications 
point  to  its  passage. 

LB  293  — Provides  for  a Marijuana  Research  Act.  This 
bill  is  still  in  committee. 


LB  335  — Establishes  an  Adult  Protective  Services  Act. 
This  bill  has  been  reported  out  of  committee  but  will 
not  reach  General  File  consideration  this  session. 

LB  378  — This  bill  provides  for  certain  amendments  to 
the  Certificate  of  Need  law.  The  bill  is  on  General 
File  where  appropriate  action  can  be  taken  in  1982, 
depending  upon  Congressional  action. 

LB  379  — This  bill  amends  the  Nurse  Practice  Act 
relating  to  nurse  anesthesists.  The  bill  was  passed  by 
the  Legislature. 

LB  415  — One  of  the  main  components  of  this  bill,  the 
closing  of  the  Norfolk  Regional  Center,  has  been 
removed.  This  bill  will  not  see  action  this  session. 

LB  421  — This  bill  provides  for  medical  directors  of 
third-party  payors  to  report  questionable  physician 
practices  to  the  Department  of  Health.  This  bill  is 
on  General  File. 

LB  447  — This  bill  expanded  the  duties  of  the  Bureau  of 
Examining  Boards  in  accordance  with  other  sunset 
legislation.  The  bill  was  killed  in  committee. 

LB  448  — This  is  sunset  legislation  for  medicine  and 
surgery.  The  bill  has  been  reported  out  of  committee 
minus  all  amendments  relating  to  CME,  sanitation 
inspections  of  physicians’  offices  and  review  by  the 
attorney  general  of  all  complaints  of  physicians  received 
in  the  Department  of  Health.  The  bill  is  scheduled 
for  Consent  File. 

LB  466  — The  bill  originally  related  to  unprofessional 
conduct  and  had  broad  implications  for  all  physicians, 
especially  those  in  the  rural  areas.  It  has  now  been 
amended  to  relate  only  to  those  offices  doing  abortions. 
The  constitutionality  of  the  bill  has  been  challenged. 
LB  502  — This  is  the  health  planning  version  of 
Certificate  of  Need.  The  bill  is  still  held  by  the 
committee. 

LB  506  — This  bill  provides  support  for  the  Eppley 
Cancer  Institute.  It  has  been  reported  out  to  General 
File  and  is  a priority  bill. 

The  Legislature  is  now  in  its  65th  day.  Each  Senator 
gets  a priority  bill  and  each  committee  of  the  Legislature 
gets  two  priority  bills.  These  will  take  precedence  over  all 
other  legislation.  There  is  also  a consent  calendar 
developed  by  the  Speaker,  Senator  Marvel.  All  bills  on 
this  calendar  must  come  from  committee  with  no  negative 
votes.  These  bills  are  considered  on  General  File  with 
each  bill  getting  no  more  than  15  minutes  consideration. 

Respectfully  submitted, 

HERBERT  E.  REESE,  M.D. 

Chairman 


REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney,  Chairman;  W.  R.  Marsh.  M.D., 
Scottsbluff;  Donald  Prince,  M.D.,  Minden;  James  Carson,  M.D.,  McCook; 
Gordon  Adams,  M.D.,  Norfolk;  Dale  Ebers,  M.D..  Lincoln;  Louis  J. 
Gogela,Jr.,  M.D.,  Beatrice;  S.  I.  Fuenning,  M.D.,  Lincoln;  Craig  Urbauer, 
M.D..  Lincoln;  Roger  Jacobs.  M.D.,  Seward;  Michael  Haller,  M.D.,  Omaha; 
C.  Lee  Retelsdorf,  M.D.,  Omaha;  Allen  Dvorak,  M.D.,  Omaha;  Morton  H. 
Kulesh,  M.D.,  Omaha;  Duane  Krause,  M.D.,  Fremont. 

The  Committee  on  Health  Planning  has  continued  to  be 
active  since  the  last  session  of  the  House  of  Delegates. 
The  Committee  on  Health  Planning  of  the  NMA  met  with 
representatives  of  the  Nebraska  Hospital  Association 
during  the  Fall  Session  regarding  the  proposed  Appro- 
priateness Review  Criteria  of  the  State  Health  Planning 
and  Development  Agency  of  the  Nebraska  Department  of 
Health.  A special  meeting  of  a subcommittee  of  this  group 
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met  again  in  Lincoln  on  October  9,  1980,  and  suggested 
revisions  of  this  document  were  formulated  and  presented 
in  testimony  at  the  hearings  held  by  the  Advisory 
Committee  of  the  SHCC  on  these  criteria.  A number  of 
our  suggestions  were  adopted  by  the  Advisory  Com- 
mittee. There  has  been  a continuing  dialogue  on  this 
matter  particularly  by  the  representatives  of  the  NHA  and 
to  date  the  implications  of  Appropriateness  Review  are 
difficult  to  assess.  This  process  is  just  getting  underway  at 
the  state  level  but  has  recently  created  some  furor  at  the 
HSA  level,  particularly  at  HPCM  regarding  neonatal 
services.  Several  proposed  sections  for  the  NMA’s 
position  paper  have  been  reviewed  by  the  Committee  on 
Health  Planning  and  are  presented  for  the  consideration 
of  the  House  of  Delegates. 

The  second  “referral  patterns  survey”  questionnaire 
authorized  by  the  last  session  of  the  House,  has  been 
distributed  and  returns  are  coming  in  very  satisfactorily.  It 
is  not  possible  to  complete  the  analysis  of  this  survey  by 
the  Annual  Session  of  the  House,  but  it  is  anticipated  that 
the  survey  results  will  be  available  by  the  Fall  Session. 

The  future  of  Health  Planning  under  PL  93-641  and  PL 
96-79,  appears  to  be  much  in  doubt.  There  appears  to  be 
little  doubt  that  a considerable  reduction  in  funding  will 
occur  quite  promptly  with  possible  complete  phase  out  by 
1983.  However,  the  resolution  approved  by  the  AM  A 
House  of  Delegates  at  its  December  meeting  called  for 
repeal  of  93-641  and  96-79,  immediate  cessation  of 
funding  for  Federal  Health  Planning,  and  for  State 
Medical  Associations  to  continue  to  be  active  in  and  to 
take  a leadership  role  in  continuing  health  planning  at  the 
state  and  local  level.  The  continued  development  of  the 
NMA’s  Position  Paper  on  Health  Planning  represents  our 
continuing  commitment  to  health  planning. 

Your  Committee  on  Health  Planning  continues  to  be 
active  at  both  the  HSA  and  state  level  and  will  continue  to 
monitor  developments  in  health  planning.  Your  com- 
mittee will  review  the  next  edition  of  the  State  Health 
Plan  and  any  new  Health  Systems  plans  as  they  are 
developed  and  will  prepare  NMA  comments  on  the  State 
Health  Plan  for  the  consideration  of  the  Board  of 
Directors  of  the  NMA  at  the  appropriate  time. 

NMA’s  input  into  the  State  Health  Coordinating 
Council  has  been  improved  by  the  appointment  of  Dr. 
Roger  Mason  and  Dr.  Warren  Bosley  to  that  body  by 
Governor  Thone.  Your  Chairman  was  reelected  as 
Chairman  of  the  Systems  Planning  Committee  of  the 
SHCC,  and  Dr.  Duane  Krause  of  the  NMA’s  Committee, 
was  reelected  as  Chairman  of  the  Advisory  Committee  of 
that  body. 

Your  Committee  solicits  your  comments  on  any  issue  of 
Health  Planning  and  continues  to  work  with  the  Health 
Planning  Committees  of  the  various  specialty  societies  in 
developing  and  coordinating  testimony  on  various  health 
planning  issues.  This  is  developing  into  a meaningful  and 
effective  mechanism  for  ensuring  adequate  medical  input 
into  issues  which  affect  all  aspects  of  medical  practice.  We 
are  most  appreciative  of  the  efforts  of  the  specialty  health 
planning  committees  and  look  forward  to  strengthening 
our  relationship  with  these  groups. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 

Chairman 

DRAFT  STATEMENTS  FOR  NMA’S  POSITION 
PAPER  ON  STATE  HEALTH  PLAN 

RADIOLOGY  SERVICES 

Radiology  services  of  the  highest  quality  and  technical 


sophistication  consistent  with  the  medical  needs,  eco- 
nomic realities,  and  availability  of  qualified  physicians 
and  technologists  that  the  situation  and  facility  can 
provide  should  be  available  to  the  citizens  of  Nebraska. 
These  services  include  diagnostic  radiology,  nuclear 
medicine,  therapeutic  radiology,  and  ultrasound.  The 
equipment  and  manpower  needs  must  be  tailored  not  only 
to  the  numbers  of  persons  to  be  served  but  must  also 
reflect  the  medical  specialties’  expertise  available  in  any 
given  locale  and  the  special  needs  of  the  various 
specialties  represented  e.g.  Cardiology,  Neurosurgery, 
Cardio  Vascular  and  general  surgery,  Orthopedics,  Pedi- 
atrics, OB-GYN,  etc.  In  a rural  state  such  as  Nebraska  it  is 
not  possible  to  provide  a comprehensive  sophisticated 
radiology  service  in  every  general  hospital  but  it  is  our 
objective  to  strive  for  the  most  sophisticated  quality 
service  that  can  be  safely  provided  and  supported  in  each 
medical  facility. 

Cost,  while  an  important  consideration,  is  not  the 
overriding  determinate  in  providing  radiology  and  ultra- 
sound services.  Safety,  reliability,  the  availability  of 
trained  personnel,  and  medical  necessity  are  likewise 
important.  Convenience  to  patients  and  their  families  is 
also  of  importance  and  the  transporting  of  seriously  ill  or 
injured  persons  should  be  kept  at  an  acceptable  minimum. 

The  CT  scan  which  has  been  the  target  of  Federal 
Health  Planning  regulation  has  proven  its  continuing 
unequaled  value  in  the  diagnosis  of  complex  and  obscure 
medical  problems  and  has  resulted  in  a significant 
reduction  in  morbidity  and  complications  from  some 
previously  common  invasive  diagnostic  procedures.  Also 
the  number  of  “exploratory”  surgical  procedures  formerly 
utilized  for  some  diagnostic  dilemmas  has  been  dra- 
matically reduced.  Improvement  in  pre-operative  diag- 
nostic accuracy  has  also  benefited  many  patients  and 
resulted  in  better  overall  medical  care  and  improved 
outcomes.  We  expect  that  as  CT  technology  improves  the 
cost  of  purchasing  and  operating  one  of  these  units  will  be 
reduced  and  it  appears  that  this  important  diagnostic 
instrument  should  then  be  justifiably  placed  in  all  general 
hospitals  whose  patient  load  and  staff  expertise  make  it 
feasible  to  economically  operate  such  a unit.  The  costs  of 
transporting  patients,  of  travel,  lodging,  and  time  loss 
from  work  of  family  members,  and  the  inconvenience  to  all 
concerned  must  be  considered  in  determining  the 
feasibility  of  locating  one  of  these  units  in  a general 
hospital.  It  may  sound  reasonable  to  a staff  health  planner 
to  operate  a CT  scanner  12-18  hours  per  day  but  reality 
tells  us  that  it  is  difficult  if  not  impossible  to  hire  trained 
personnel  for  the  extra  hours  of  operation  and  in  many 
instances  is  it  not  good  medical  judgement  to  require 
patients  to  wait  until  evening  or  night  or  be  transported  to 
another  facility  for  such  examination. 

The  improved  capability  and  safety  of  ultrasound 
imaging  make  this  modality  of  ever  increasing  diagnostic 
and  therapeutic  importance.  It  is  anticipated  that  ultra- 
sound units  will  be  required  in  most  general  hospitals  in 
the  near  future.  It  would  be  inexcusable  to  deny  Nebraska 
citizens  the  benefits  of  ultrasound  imaging  on  the  basis  of 
Federal  Formulas  or  Unit/population  ratios  alone.  We 
believe  that  reasonable  local  planning  involving  Hospital 
Boards,  Hospital  Administrations,  and  Medical  Staffs  will 
limit  the  purchase  of  these  units  to  facilities  where  it  is 
needed  and  economically  feasible. 

Nuclear  Medicine  and  Radiation  Therapy  services 
continue  to  provide  proven  benefits  in  diagnosis  and 
treatment  of  a number  of  disease  states.  It  is  our  belief 
that  the  economics  involved  and  the  personnel  re- 
quirements for  these  services  provide  more  than  adequate 
restraints  against  the  unnecessary  proliferations  of  these 
services.  The  increased  cost  consciousness  of  the  general 
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public  will  increase  the  competitiveness  of  these  services 
which  will  serve  to  restrain  cost.  It  is  conceivable  that  cost 
factors  alone  may  jeopardize  the  continued  existence  of 
some  of  the  departments  currently  providing  these 
services.  It  is  also  possible  that  further  improvements  in 
technology  may  render  one  or  both  of  these  services 
obsolete  in  the  future. 

In  summary,  the  physicians  of  the  Nebraska  Medical 
Association  have  faith  in  the  judgement  of  the  medical 
staffs  and  the  hospital  boards  and  administrations  to 
continue  their  ongoing  analysis  of  radiology  and  ultra- 
sound services  and  to  provide  these  services  based  on 
demonstrated  need,  the  ability  to  provide  and  staff  an 
adequate  quality  service,  and  provide  same  at  affordable 
competitive  prices.  The  future  of  imaging  procedures  may 
be  entering  a most  revolutionary  stage.  The  high  cost  of 
radiographic  film,  problems  of  x-ray  storage,  and  the 
emergence  of  computer  technology  may  well  result  in  the 
elimination  of  x-ray  films  and  the  storage  of  digital 
information  readily  retrievable  and  capable  of  trans- 
mission from  one  facility  to  another,  thus  not  only 
facilitating  the  transfer  of  patient  information  but  also 
further  reducing  the  amount  of  radiation  to  which  any 
given  patient  would  be  exposed  during  his  lifetime.  We  in 
Nebraska  must  be  prepared  to  provide  for  these 
improvements  when  they  become  available.  The  future 
promises  many  exciting  and  innovative  advances  in  our 
never  ending  efforts  to  improve  the  health  of  our  citizens. 

MENTAL  ILLNESS 

Mental  health  services  should  be  available  to  Nebras- 
ka’s citizens.  This  care  should  be  provided  either  by 
private  or  public  facilities.  Private  facilities  at  present  are 
limited  to  urban  areas  while  public  services  include 
regional  centers  and  a network  of  community  mental  health 
centers. 

Ideally,  private  mental  health  services  provided  by 
qualified  psychiatrists  would  be  available  in  all  parts  of 
the  state.  However,  most  private  practice  psychiatrists  are 
located  in  Omaha  and  Lincoln.  Most  outstate  psychiatric 
services  are  limited  to  either  state  operated  regional 
mental  health  centers  or  to  the  community  mental  health 
centers.  A reduction  in  the  shortage  of  private  practicing 
psychiatrists  in  outstate  Nebraska  would  be  desirable  in 
order  to  provide  an  alternative  to  tax  supported  psychi- 
atric services.  The  organizational  structure  of  the  current 
state  and  community  services  makes  it  difficult  in  many 
instances  for  persons  to  receive  comparable  psychiatric 
service  in  these  facilities  and  may  act  as  a barrier  to 
effective  treatment  in  some  instances. 

The  role  of  primary  prevention  in  mental  illness  needs 
to  be  emphasized  and  the  early  identification  of  families 
or  populations  at  risk  are  also  important  features  of  an 
adequate  mental  health  program.  Health  education 
services  should  also  stress  early  recognition  of  psychiatric 
problems  with  particular  emphasis  on  children  and 
adolescents.  An  increase  in  the  number  of  child  psy- 
chiatrists would  appear  to  be  desirable  particularly  in  the 
outstate  area  in  order  to  provide  adequate  professional 
services. 

Adequate  mental  health  services  will  require  the 
support  of  educational  therapists,  psychologists,  social 
workers,  nurses,  etc.,  but  should  be  physician  directed, 
whether  public  or  private.  A complete  reevaluation  of 
mental  health  services  in  Nebraska  and  the  relationship  of 
public  and  private  programs  would  appear  to  be  in  order 
at  the  present  time  to  facilitate  a more  comprehensive 
patient  oriented  approach,  one  which  is  directed  toward 
early  return  of  the  patient  to  his  home  community  and 
effective  consultation  between  the  mental  health  psy- 


chiatrists and  the  patient’s  local  physician.  Mental  Health 
Services  should  be  a continuum  of  services  which 
encompass  treatment  by  local  physicians  and  profes- 
sionally directed  mental  health  facilities  for  both  con- 
sultation and  inpatient  services  when  and  if  needed,  so 
that  comprehensive  service  can  be  provided  and  better 
patient  compliance  in  therapy  programs  and  medications 
can  be  ensured. 

Health  Manpower  analysis  indicated  that  there  is  a 
decrease  in  the  number  of  psychiatrists  in  Nebraska.  A 
further  decrease  in  this  specialty  will  increase  the 
shortage  of  psychiatric  services  and  the  void  created  by 
such  shortage  is  almost  certain  to  be  filled  by  psy- 
chologists and  other  paraprofessionals  which  will  result  in 
a deterioration  in  the  mental  health  services  available  to 
Nebraska’s  citizens. 

Consideration  should  be  given  to  the  development  of 
funding  sources  to  expand  the  training  capabilities  and 
facilitate  the  recruitment  and  training  of  more  psy- 
chiatrists in  Nebraska.  Strategies  for  attracting  psy- 
chiatrists into  the  private  practice  of  psychiatry,  par- 
ticularly in  out  state  locations,  should  be  developed. 

SURGICAL  SERVICES 

Surgical  services  of  high  quality  should  be  available  to 
all  citizens  of  Nebraska.  These  services  should  be 
provided  as  close  to  the  patient’s  home  as  is  consistent 
with  the  adequacy  of  facilities  and  support  services,  and 
the  availability  of  surgeons  with  the  necessary  expertise 
required  by  the  patient’s  surgical  problem.  The  avail- 
ability of  surgical  services  has  improved  steadily  over  the 
years,  the  last  35  years  in  particular. 

These  services  have  evolved  in  a three  tiered  fashion: 

1.  Emergency  and  primary  surgical  services  are  available 
in  physicians’  offices  and  community  hospitals  in  all 
parts  of  the  state.  Emergency  medical  services  and 
transportation  facilities  have  improved  markedly  in 
recent  years. 

2.  Secondary  levels  of  surgical  services  are  provided  in 
certain  primary  care  hospitals  by  surgeons  from  nearby 
larger  centers  as  well  as  on  site  in  the  larger  outstate 
Nebraska  hospitals  and  in  the  urban  hospitals. 

3.  Tertiary  surgical  services,  by  virtue  of  their  highly 
technical  nature  and  their  requirements  for  significant 
support  services,  are  limited  for  the  most  part  to 
certain  urban  hospitals.  These  services  include  pro- 
cedures such  as  open  heart  surgery  and  coronary 
artery  by  pass  grafting.  The  increased  availability  of 
trained  anesthetists  and  anesthesiologists  has  made  it 
possible  for  many  surgical  procedures  to  be  performed 
in  outstate  community  hospitals. 

Appropriately  trained  specialists  in  general  surgery  as 
well  as  in  the  surgical  specialties  of  Orthopedics,  Urology, 
OB-GYN,  ENT,  and  Ophthalmology  are  available  in  many 
outstate  communities  reducing  the  need  for  patient 
transfer  to  urban  hospitals  except  for  the  complicated 
and  more  complex  problems. 

The  development  and  continual  improvement  in  sur- 
gical care  in  Nebraska  has  occurred  as  result  of 
community  and  physician  response  to  citizen  needs  and 
has  proceeded  in  an  orderly  fashion  without  significant 
federal  intervention.  The  Hill-Burton  hospital  construc- 
tion program  served  Nebraskans  well  in  helping  provide 
communities  with  hospitals  where  facilities  were  adequate 
for  surgical  services  and  modern  enough  to  attract 
surgeons  to  locate  in  these  areas.  Community  hospital 
boards  have  responded  to  local  needs  in  providing 
improvement  in  equipment  and  support  service  required 
to  offer  surgical  services  in  community  hospitals.  These 


184  Nebraska  Medical  Journal  July  1981 


same  boards  are  currently  grappling  with  the  cost 
problems  which  face  all  health  care  institutions  and  are 
responding  by  developing  ambulatory  surgical  service  and 
same  day  surgery  options. 

The  referral  of  a patient  needing  a higher  level  of 
surgical  and  post  operative  care  than  is  available  at  the 
local  level  has  historically  been  arranged  by  the  attending 
surgeon  on  an  individual  case  basis.  Referral  from 
physician  to  physician  is  still  considered  by  the  NMA  to 
be  the  preferrable  mechanism  and  one  which  provides  for 
the  best  continuity  of  care  for  the  patient.  Written 
agreements  between  institutions  as  have  been  advocated 
by  federal  health  planners  are  considered  meddlesome 
and  have  not  been  necessary  in  Nebraska. 

The  Nebraska  Medical  Association  is  proud  to  have 
played  an  active  role  in  the  development  of  surgical 
services  in  Nebraska  and  expects  to  continue  to  take  a 
leadership  role  in  future  development  in  surgical  services. 
Nebraska’s  medical  schools  strive  to  stay  abreast  of  new 
advances  in  surgery  and  the  graduates  of  their  training 
programs  in  the  surgical  specialties  are  vital  if  we  are  to 
continue  to  meet  the  needs  of  Nebraska’s  citizens. 

INTERNAL  MEDICINE 

Internal  Medicine  specialty  services  should  be  available 
to  all  residents  of  Nebraska.  These  services  include  the 
application  of  sophisticated  and  complex  technology  in 
the  diagnosis  and  treatment  of  complicated  and  un- 
common disease  processes.  The  practice  of  this  specialty 
requires  a level  of  radiology,  pathology,  nuclear  medicine 
and  other  technical  back  up  not  found  in  all  general 
hospitals  and  the  back  up  requirements  of  certain  of  the 
subspecialties  limit  their  availability  to  a few  urban 
medical  facilities.  The  technological  explosion  in  diag- 
nostic and  intervention  techniques  and  equipment  will 
undoubtedly  continue  for  some  time  to  come  and 
Nebraska’s  training  programs  must  keep  abreast  of  this 
everchanging  scene.  Nebraska’s  physicians  and  citizens 
must  not  be  short  changed  in  these  revolutionary  times  by 
the  economic  inertia  which  has  been  forthcoming  from 
some  health  planning  bodies  and  state  regulatory  agencies. 

It  is  recognized  that  most  internists,  particularly 
general  internists,  provide  a significant  amount  of  primary 
care.  However,  certain  of  the  subspecialties  in  internal 
medicine  provide  very  little  primary  care  because  of  the 
limited  scope  of  their  services.  The  inclusion  of  these 
subspecialists  in  ascertaining  the  number  of  primary  care 
physicians  in  the  state  will  result  in  a distorted  figure. 
Consideration  should  be  given  to  the  development  of  a 
means  for  determining  those  internal  medicine  specialists 
who  should  be  counted  as  primary  care  physicians  as  this 
determination  will  undoubtedly  become  increasingly 
important  as  it  becomes  necessary  to  evaluate  the  size 
and  scope  of  resident  training  programs  to  be  offered  by 
our  medical  school. 

Internal  Medicine  specialists  provide  both  primary  and 
specialty  services.  The  amount  of  such  services  should  be 
determined  by  the  needs  of  the  community,  the  special 
qualifications  of  each  internist,  and  the  scope  of  pro- 
fessional and  technical  backup  services  available  in  the 
community  hospital  setting.  Care  must  be  taken  to  ensure 
that  the  quality  of  those  services  provided  in  a given 
community  remains  high  and  that  our  residency  programs 
continue  to  train  internists  of  high  caliber  and  sufficient 
subspecialists  to  meet  the  needs  of  our  citizens.  Con- 
tinuing Medical  Education  programs  must  be  provided  on 
a periodic  basis  in  order  that  each  internist  may 
participate  in  the  never  ending  process  of  improving  his 
professional  skills  and  make  available  to  his  patients  the 
most  up  to  date  treatment  and  techniques. 


Board  of  Councilors 

The  Annual  Sesson  meeting  of  the  Board  of  Councilors 
was  held  Sunday,  May  3,  1981,  at  the  Hilton  Hotel, 
Lincoln,  Nebraska. 

The  following  members  of  the  Board  of  Councilors  were 
present:  Drs.  Stanley  M.  Truhlsen,  Louis  J.  Gogela, 
Myron  Samuelson,  James  Carlson,  Warren  Miller,  Rich- 
ard Pitsch,  Clarence  Zimmer,  Warren  Bosley,  Richard 
Cottingham,  R.  E.  Donaldson,  R.  G.  Heasty,  Russell 
Gorthey,  Carlyle  E.  Wilson,  and  Charles  Landgraf. 

In  reviewing  the  Handbook,  the  Board  of  Councilors 
approved  the  position  paper  contained  in  the  report  of  the 
Commission  on  Governmental  Affairs  and  approved  the 
recommendation  that  this  be  forwarded  to  the  AMA. 

The  minutes  of  the  1980  Fall  Session,  as  printed  in  the 
December  issue  of  the  Nebraska  Medical  Journal,  were 
approved. 

The  requests  for  Life  Membership  were  considered  and 
approved. 

A Guideline  to  Councilor  Investigation  of  a Complaint, 
submitted  by  Dr.  Cottingham,  was  given  to  the  Councilors. 
It  was  directed  that  the  new  Councilors  also  receive  a copy 
of  this  Guideline  and  that  these  be  studied  by  the 
Councilors  and  if  there  are  any  suggested  changes,  that 
they  be  sent  to  the  Headquarters  Office. 

Following  a review  of  cases,  the  meeting  was  adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  Annual 
Meeting  was  held  on  Sunday,  May  3,  1981,  at  the  Hilton 
Hotel,  Lincoln,  Nebraska.  Roll  call  showed  84  delegates 
present,  and  the  meeting  was  declared  in  session. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
McFadden. 

The  House  of  Delegates  recognized  the  following  50- 
Year  Practitioners  who  were  present: 

Dr.  Charles  Bell,  Lincoln 

Dr.  Herbert  Blackmore,  Bridgeport 

Dr.  James  W.  Carr,  Naples,  Fla. 

Dr.  John  J.  Grier,  Omaha 
Dr.  Elmer  T.  Hobbs,  Lincoln 
Dr.  Lloyd  Kunkel,  Weeping  Water 
Dr.  Grace  Loveland,  Lincoln 
Dr.  George  Underwood,  Lincoln 
Dr.  Willis  Wright,  Omaha 

Fifty-Year  Practitioners  not  present  were: 

Dr.  Arthur  W.  Abts,  Omaha 
Dr.  Dawson  A.  Dowell,  Omaha 
Dr.  Harold  Gifford,  Omaha 
Dr.  J.  Wm.  Hervert,  Lincoln 
Dr.  Cecil  L.  Wittson,  Omaha 

The  necrology  was  read  by  Dr.  Charles  Landgraf. 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
1980  Fall  Session  as  printed  in  the  December  issue  of  the 
Nebraska  Medical  Journal  and  these  were  approved. 

Dr.  McFadden  read  the  list  of  members  selected  to 
serve  on  the  Reference  Committees. 
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The  following  Nominating  Committee  was  selected  and 
approved  by  the  House: 

1st  District  — Dr.  Clarence  McWhorter,  Omaha 
2nd  District  — Dr.  David  Dyke,  Lincoln 
3rd  District  — Dr.  Myron  Samuelson,  Wymore 
4th  District  — Dr.  James  Mabie,  Pender 
5th  District  — Dr.  Kenneth  Bagby,  Blair 
6th  District  — Dr.  John  Hansen,  Wahoo 
7th  District  — Dr.  R.  E.  Penry,  Hebron 
8th  District  — Dr.  Richard  Raymond,  O’Neill 
9th  District  — Dr.  Gordon  Bainbridge,  Grand  Island 
10th  District  — Dr.  William  Doering,  Franklin 
11th  District  — Dr.  Ron  Asher,  North  Platte 
12th  District  — Dr.  Donald  Wilkinson,  Alliance 


The  following  Reference  Committee  assignments  were 
made  by  Dr.  McFadden: 

Reference  Committee  #1 

Annual  Audit 

Board  of  Directors,  Item  #14 

Resolution  #2  — Hall  Co.  — Association  Meetings 

Reference  Committee  #2 

Commission  on  Association  Affairs 

Committee  on  Health  Planning  and  Draft  Statements 

Board  of  Directors,  Items  #1  through  #13 

Reference  Committee  #3 

Delegate  to  the  AMA  and  Addendum  Report 
Commission  on  Governmental  Affairs  and  Position 
Paper 

Resolution  #3  — Metropolitan  Omaha  — Definition 
of  Competition 

Reference  Committee  #4 

Life  Membership  Requests 
Commission  on  Clinical  Medicine 
Resolution  #1  — Adams  Co.  — Modify  Requirements 
for  Care  of  Certain  Patients 
Resolution  #5  — Lancaster  Co.  — Support  of 
American  Assn,  of  Medical  Assistants 

Reference  Committee  #5 

University  of  Nebraska  College  of  Medicine 
Nebraska  Medical  Foundation 
Creighton  University  School  of  Medicine 
Commission  on  Medical  Education 

Reference  Committee  #6 

Commission  on  Public  Affairs 
Commission  on  Legislation  and  Legal  Affairs 
Resolution  #4  — Southwest  Nebr.  — Reimbursement 
for  Psychiatric  Care 

Resolution  #6  — Lancaster  Co.  — State  of  Nebraska 
Dept,  of  Public  Welfare 

Dr.  McFadden  called  for  resolutions  from  the  floor,  and 
the  following  were  introduced: 

Resolution  #7  — Metropolitan  Omaha  — Repeal  of 
PSRO 

Resolution  #8  — Metropolitan  Omaha  — Student  and 
Resident  Membership 

Dr.  McFadden  referred  Resolution  #7  to  Reference 
Committee  #3,  and  Resolution  #8  was  referred  to 
Reference  Committee  #1. 

There  being  no  further  business,  the  House  was 
recessed  until  Monday  morning. 


SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  Annual 
Meeting  was  held  on  Monday,  May  4,  1981.  Roll  call 
showed  60  delegates  present,  and  the  House  was  declared 
in  session. 


The  meeting  was  called  to  order  by  the  Vice  Speaker, 
Dr.  Armstrong. 

Dr.  Armstrong  called  on  Dr.  Connell,  Dean,  University 
of  Nebraska  College  of  Medicine,  for  any  remarks  he 
wished  to  make  to  the  House. 

Mrs.  Clifford  Hadley,  President  of  the  NMA  Auxiliary, 
gave  an  oral  report  to  the  House.  Following  her  report, 
Mrs.  Hadley  introduced  Mrs.  John  Vaughn,  President  of 
the  AMA  Auxiliary,  to  the  House. 

AMA-ERF  checks  were  presented  to  the  Deans  of  the 
two  medical  schools  by  Mrs.  Marg  Little,  Chairman  of  the 
NMA  Auxiliary  AMA-ERF. 

Dr.  Gogela,  President  of  the  Nebraska  Medical  Founda- 
tion, presented  Student  Research  Scholarship  Program 
checks  to  one  student  from  each  of  the  two  medical  schools 
who  were  beginning  their  projects,  each  in  the  amount  of 
$1,000.  A check  in  the  amount  of  $750  was  also  presented 
to  a medical  student  from  Creighton  University  School  of 
Medicine  who  had  finished  his  project. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
Board  of  Councilors  and  of  the  first  session  of  the  House 
of  Delegates,  and  there  were  approved. 

Reports  of  the  Reference  Committees  were  presented 
as  follows: 


Reference  Committee  #1 

Reference  Committee  #1  considered  two  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  ANNUAL  REPORT 

The  Executive  Staff  offered  clarification  of  the  term 
“professional  services”  to  include  legal,  audit,  bank 
trustees,  and  legislative  consultants. 

There  was  discussion  of  the  need  of  a dues  increase. 
This  need  was  predicated  upon  an  estimated  income  of 
$367,175,  with  estimated  expenditures  of  $373,840, 
leaving  a net  deficit  of  $6,708. 

The  House  of  Delegates  at  their  annual  meeting  in 
1980,  made  requisite  a reserve  fund  of  75%  of  estimated 
expenditures.  There  was  some  discussion  as  to  whether  or 
not  this  percentage  should  be  increased. 

Recommendation: 

1.  Adoption  of  the  Annual  Audit  Report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  BOARD  OF  DIRECTORS  REPORT,  ITEM  #14 
Recommendation: 

1.  Under  Travel  Expense,  in  the  paragraph  concerning 
out  of  state  sessions  of  the  Board  of  Directors,  correct  the 
sentence  which  reads,  “Each  member  of  the  Board  will  be 
responsible  for  paying  travel  expenses  for  he  and  his 
spouse.”  to  read,  “Each  member  of  the  Board  will  be 
responsible  for  paying  his  own  travel  expenses.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #2  — HALL  COUNTY  — 
ASSOCIATION  MEETINGS 

This  resolution  read  as  follows: 

WHEREAS,  the  ever-increasing  inflation  of  our 
economy  requires  that  expenses  and  overhead  be 
controlled  whenever  possible,  and 
WHEREAS,  meetings  and  travel  constitute  a major 


186  Nebraska  Medical  Journal  July  1981 


portion  of  the  budget  of  the  Nebraska  Medical 
Association; 

THEREFORE,  BE  IT  RESOLVED,  that  all  meet- 
ings of  the  Nebraska  Medical  Association,  House  of 
Delegates,  and  all  Committees  of  the  Association  be 
held  within  the  State  of  Nebraska  and  at  the  Head- 
quarters Office  of  the  Association  whenever  possible. 

Considerable  discussion  was  heard  indicating  that  the 
resolution  had  a variety  of  implications.  Fiscal  respon- 
sibility and  membership  communication  are  important 
aspects  of  the  Association’s  functions.  It  was  pointed  out 
that  over  100  meetings  were  held  this  past  year  at  the 
Association  Headquarters  in  Lincoln,  Nebraska.  Associa- 
tion membership  in  several  regional  and  national  organi- 
zations mandates  a certain  number  of  out-of-state 
meetings  in  order  to  have  meaningful  participation.  The 
Board  of  Directors  has  demonstrated  fiscal  concern  as 
evidenced  in  their  report  wherein  there  was  unanimous 
agreement  to  pay  their  own  transportation  costs  for 
meetings.  The  Board  should  further  be  commended  for 
their  dedication  to  the  Association  at  the  sacrifice  of 
personal  vacation  time,  loss  of  professional  income,  and 
out-of-pocket  personal  expenses  as  they  pursue  the 
business  of  this  Association. 

MR.  SPEAKER,  I MOVE  THAT  RESOLUTION  #2 
BE  DEFEATED.  This  was  approved  by  the  House. 

(4)  RESOLUTON  #8  — METROPOLITAN  OMAHA 
— STUDENT  AND  RESIDENT  MEMBERHSIP 
This  resolution  read  as  follows: 

WHEREAS,  medical  students  and  residents  are  the 
physicians  of  the  future,  and 

WHEREAS,  recruitment  of  young  physicians  for 
local,  state,  and  national  membership  has  been  less  than 
gratifying  in  previous  years,  and 
WHEREAS,  it  seems  appropriate  to  introduce  the 
politics  of  medicine  to  these  young  physicians  at  an 
earlier  stage  of  their  training,  and 

WHEREAS,  students  and  residents  who  join  or- 
ganized medicine  during  their  training  are  more  likely  to 
continue  their  affiliation  in  the  future; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  waive  dues  for  students  and 
residents  who  have  paid  dues  to  the  American  Medical 
Association. 

The  discussants  registered  concern  over  the  fiscal 
impact  of  this  resolution  as  the  dues  structure  differed 
between  students  and  House  Officers.  In  addition,  there 
was  concern  that  adoption  of  this  resolution  might  be  in 
violation  of  our  Constitution  and  By-Laws. 

Recommendation: 

1.  Refer  Resolution  #8  to  the  Board  of  Directors  to 
determine  the  underlying  implications. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #1  AS  A WHOLE. 
This  was  approved  by  the  House. 

Respectfully  submitted, 

Charles  Bressman,  Omaha  - Chairman 
William  Doering,  Franklin 
James  G.  Carlson,  Verdigre 


Reference  Committee  #2 

Reference  Committee  #2  considered  four  reports.  The 


Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

The  Reference  Committee  considered  first  the  matter 
of  a single  Annual  Session  of  the  House  of  Delegates.  All 
those  heard  were  opposed  to  a single  Annual  Session.  The 
committee  heard  no  support  for  the  proposal  that  one 
session  be  omitted.  Those  who  commented  believe  that 
the  relatively  small  cost  of  two  sessions  justifies  con- 
tinuing this  schedule.  They  agreed  that  the  opportunity 
for  members  of  the  House  of  Delegates  to  meet  together 
twice  a year  permits  a broad  interchange  of  ideas,  attitudes 
and  reflections  on  matters  of  importance  to  the  Associa- 
tion. 

Recommendation: 

The  committee  recommends  that  the  schedule  of  the 
Fall  Session  be  considered,  especially  whether  the 
pressure  to  adjourn  before  a Saturday  football  game 
might  interfere  with  adequate  consideration  of  the  issues 
presented  to  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  SECTION  2,  REPORT  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

The  Reference  Committee  also  considered  Section  2,  of 
the  Report  of  the  Commission  on  Association  Affairs  and 
recommends  that  the  change  of  the  By-Laws  to  permit  a 
member  of  the  Board  to  hold  two  elected  positions  not  be 
adopted  at  this  Session  of  the  House.  Those  who 
commented  agreed  that  this  deserved  much  more  study 
before  being  made  part  of  the  By-Laws.  The  need  to 
involve  as  many  physicians  as  possible  in  the  business  of 
the  Association  was  emphasized  by  many  who  com- 
mented, especially  the  need  to  identify  and  encourage 
physicians  in  non-urban  parts  of  the  state. 

Recommendation: 

This  committee  recommends  that  Chapter  8,  Section  6, 
Page  25,  of  the  By-Laws  not  be  amended  at  this  time. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

The  committee  next  considered  the  Report  of  the 
Commission  on  Health  Planning  and  recommends  adop- 
tion. The  committee  wishes  to  commend  the  members  of 
the  Committee  on  Health  Planning  for  the  diligent  work  in 
developing  statements  of  the  Association’s  position  on  the 
State  Health  Plan.  The  committee  heard  many  comments 
to  support  the  Association’s  developing  its  own  State 
Health  Plan,  against  the  time  when  these  statements  may 
be  implemented  and  become  more  influential. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  BOARD  OF  DIRECTORS,  ITEMS  #1  through  #13 

The  Reference  Committee  considered  the  Report  of  the 

Board  of  Directors,  Items  #1  through  #13.  The  com- 
mittee accepts  as  information  Items  1,  2,  4,  7,  8,  9,  10,  11, 
12,  13.  Item  #3  has  been  reported  previously.  In  Item  #5, 
the  Reference  Committee  believes  a continuing  effort  to 
encourage  membership  in  the  Association  by  students 
and  House  Officers  must  be  made.  The  committee 
believes  that  consideration  should  be  given  to  modifying 
or  eliminating  dues  by  the  Association  and  component 
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societies.  The  Reference  Committee  dealt  earlier  with  the 
material  presented  in  Item  #6  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Warren  Bosley,  Grand  Island  - Chairman 
Robert  Buchman,  Lincoln 
Arnold  Lempka,  Omaha 


Reference  Committee  #3 

Reference  Committee  #3  considered  two  reports  and 
one  addendum  report  and  three  resolutions.  The  Re- 
ference Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  AND  ADDENDUM  REPORT  OF  THE 

DELEGATE  TO  THE  AMA 

The  Reference  Committee  first  considered  the  Report 
and  Addendum  Report  of  the  Delegate  to  the  AMA. 

Doctor  Coe  discussed  the  report  focusing  on  the 
membership  and  financial  problems  of  the  AMA  with 
special  emphasis  on  the  need  for  dues  increases  this  year 
and  in  future  years.  Concern  was  expressed  about  the 
potential  impact  of  dues  increases  on  membership 
acquisition  and  retention. 

Also  emphasized  were  some  of  the  “pro  competition" 
types  of  legislation  being  considered  by  Congress  and  the 
subject  of  PSRO’s. 

Recommendations: 

1.  Acceptance  of  the  Report  and  Addendum  Report  of 
the  Delegate  to  the  AMA. 

2.  Commendation  to  Doctor  Coe,  one  of  our  AMA 
delegates,  for  a well-written  report  which  provided  an 
excellent  and  concise  overview  of  the  activities  of  the  last 
AMA  meeting. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  RESOLUTION  #3  — METROPOLITAN  OMAHA 

— DEFINITION  OF  COMPETITION 

The  Reference  Committee  next  considered  Resolution 
#3  from  the  Metropolitan  Omaha  Medical  Society  which 
read  as  follows: 

WHEREAS,  in  order  to  improve  communications, 
there  is  a need  to  standardize  the  “image”  developed 
when  the  term  “competition”  is  used  in  discussion 
among  physicians  and  between  physicians  and  non- 
physicians, and 

WHEREAS,  many  economists  are  considering  com- 
petition as  a partial  solution  to  perceived  excesses  in 
health  care  costs,  and 

WHEREAS,  several  members  of  Congress  have 
already  introduced  bills  purporting  to  be  “pro-competi- 
tion”, and 

WHEREAS,  many  members  of  the  medical  pro- 
fession are  now  considering,  reviewing,  and  discussing 
this  aspect  of  medical  care;  therefore,  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Nebraska  Medical  Assocation  recommend  that  its 
Delegates  to  the  American  Medical  Association  House 
of  Delegates  introduce  a resolution  as  follows: 


RESOLVED,  that  the  House  of  Delegates  of  the 
American  Medical  Association  urge  the  Board  of 
Trustees  to  develop  a working  definition  of  the 
term  “competition”  as  it  pertains  to  medicine, 
medical  practice,  and  related  congressional  initiatives 
and  report  back  to  the  House  at  the  next  meeting. 

Discussion  focused  on  the  need  to  provide  an  ac- 
ceptable workable  definition  of  competition  which  could 
be  appropriately  applied  to  the  medical  profession.  This 
was  felt  necessary  in  order  to  avoid  confusion  with 
competition  more  appropriate  to  business  and  less  so  to 
the  medical  profession.  Some  forms  of  competition  might 
increase  medical  care  costs  rather  than  reducing  them. 

Recommendation: 

The  Reference  Committee  recommends  adoption  of 
Resolution  #1. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #7  — METROPOLITAN  OMAHA 
- REPEAL  OF  PSRO 

The  Reference  Committee  next  considered  Resolution 
#7  relating  to  repeal  of  PSRO’s  submitted  by  the 
Metropolitan  Omaha  Medical  Society,  and  read  as 
follows: 

WHEREAS,  PSRO  was  originally  promulgated  as  a 
method  of  quality  control,  and 

WHEREAS,  the  quality  of  medical  practice  has  not 
been  improved  by  PSRO,  and 
WHEREAS,  PSRO  has  in  fact  been  utilized  as 
method  of  cost  control,  and 

WHEREAS,  PSRO  has  failed  as  a method  of  cost 
control,  and 

WHEREAS,  Nebraska  being  the  only  state  without 
PSRO  has  the  lowest  average  length  of  stay  of  any  state 
in  Region  VII; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  urge  the  repeal  of  the 
PSRO  program. 

The  discussion  focused  primarily  on  reasons  for 
removal  of  the  second  “RESOLVED”.  In  essence,  there 
were  the  closeness  of  the  vote  on  PSRO’s  in  the  AMA 
House  of  Delegates,  a concern  about  reopening  the  issue, 
and  recognition  of  the  futility  of  repealing  legislation.  It 
was  still  considered  important  to  have  Nebraska  phy- 
sicians on  the  record.  The  resolution  is  also  consistent 
with  Nebraska  not  having  a PSRO  all  these  years. 

Recommendation: 

The  Reference  Committee  recommends  adoption  of 
this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

The  Reference  Committee  next  considered  the  Report 
of  the  Commission  on  Governmental  Affairs  in  conjunc- 
tion with  the  Position  Paper  on  Medical  Costs  and  the 
associated  resolution. 

Recommendation: 

The  Reference  Committee  recommends  acceptance  of 
the  Report  of  the  Commission  on  Governmental  Affairs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 
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(5)  POSITION  PAPER  ON  MEDICAL  COSTS 

The  discussion  on  the  Position  Paper  on  Medical  Costs 
was  primarily  focused  on  the  quality  and  clarity  of  this 
paper.  The  paper  was  felt  to  be  well-organized  and 
provided  considerable  data  which  would  be  helpful  in 
refuting  conclusions  drawn  by  health  planners  with  little 
medical  knowledge.  The  conclusions  were  thought  to  be  of 
value.  Some  concern  was  raised  about  the  difficulty  of 
clarifying  for  the  general  public  the  difference  conceptual- 
ly between  charges  and  costs. 

Recommendation: 

Commendation  for  the  Commission  on  Governmental 
Affairs  for  their  Position  Paper  on  Medical  Costs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(6)  RESOLUTION  ON  POSITION  PAPER  ON 
MEDICAL  COSTS 

The  concensus  was  that  the  Position  Paper  was  of 
considerable  value  and  therefore,  the  resolution  for 
distribution  of  this  document  to  the  House  of  Delegates 
prior  to  the  1981  meeting  would  be  most  appropriate.  It 
was  recommended,  however,  that  the  resolution  have  a 
period  inserted  after  the  word  “meeting”  in  the  next  to  the 
last  line  because  the  additional  verbiage  was  redundant. 
This  suggestion  was  approved. 

Recommendation: 

Adoption  of  this  resolution  as  modified. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #3  REPORT  AS 
A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Robert  Shapiro,  Lincoln  - Chairman 
R.  A.  Sitorius,  Cozad 
Richard  Pitsch,  Seward 


Reference  Committee  #4 

Reference  Committee  #4  considered  two  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  LIFE  MEMBERSHIP  REQUESTS 

The  Reference  Committee  referred  to  the  letters 
written  for  Life  Membership  requests  and  all  seemed  to 
be  in  order.  In  addition,  a request  by  Loran  Imes,  M.D., 
Grand  Island,  whose  letter  had  been  received,  was 
considered  acceptable  for  addition  to  the  Life  Member- 
ship requests. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

The  Reference  Committee  reviewed  the  Report  of  the 
Scientific  Sessions  Committee  and  a discussion  with  a 
member  of  the  committee  seemed  favorable  for  this  type 
of  presentation  of  scientific  material.  The  Report  of  the 
Ad-Hoc  Committee  on  Maternal  and  Child  Health  was 
likewise  reviewed  and  the  Reference  Committee  was 
reassured  by  a member  of  this  committee  that  this  is 
really  functioning  quite  well. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #1  — ADAMS  COUNTY  — 
MODIFY  REQUIREMENTS  FOR  CARE  OF 
CERTAIN  PATIENTS 

This  resolution  read  as  follows: 

WHEREAS,  there  are  a number  of  patients  who  need 
to  be  fed  by  tube  feedings  or  feedings  through 
gastrostomies,  and 

WHEREAS,  presently  these  are  required  to  be 
treated  only  in  hospitals  or  extended  care  facilities,  and 
WHEREAS,  such  treatment  involves  unusual  ex- 
pense or  removal  of  patients  from  the  vicinity  of  their 
families,  and 

WHEREAS,  these  procedures  are  of  minimal  risks; 
THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska State  Health  Department  be  petitioned  to  allow 
such  patients  to  be  treated  in  an  intermediate  care 
nursing  facility. 

There  were  members  present  both  for  and  against  the 
adoption  of  this  resolution  and  considerable  discussion 
was  presented. 

Recommendation: 

The  Reference  Committee  recommends  the  adoption  of 
Resolution  #1  as  amended  by  the  Reference  Committee 
with  the  following  modifications: 

“WHEREAS,  there  are  a number  of  patients  who 
need  to  be  fed  by  tube  feedings  or  feedings  through 
gastrostomies,  and 

WHEREAS,  presently  these  are  required  for  pur- 
poses of  reimbursement  to  be  treated  only  in  hospitals 
or  extended  care  facilities,  and 

WHEREAS,  such  treatment  involves  unusual  ex- 
pense or  removal  of  patients  from  the  vicinity  of  their 
families; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  forward  this  resolution  to 
the  State  Health  Department  requesting  the  Depart- 
ment to  provide  for  the  reimbursement  of  such  patients 
to  be  treated  in  an  intermediate  care  nursing  facility.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED.  This  was 
approved  by  the  House. 

(4)  RESOLUTION  #5  — LANCASTER  COUNTY  — 
SUPPORT  OF  AMERICAN  ASSOCIATION  OF 
MEDICAL  ASSISTANTS 

This  resolution  read  as  follows: 

WHEREAS,  the  American  Association  of  Medical 
Assistants  is  an  outstanding  professional  organization, 
dedicated  to  the  education  and  self-improvement  of 
medical  assistants,  and 

WHEREAS,  the  American  Associaton  of  Medical 
Assistants  is  a constant,  able  and  devoted  ally  of  the 
medical  professional;  therefore,  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
commend  the  American  Association  of  Medical  As- 
sistants for  its  activities  and  accomplishments  in  the 
field  of  medical  assisting;  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical  Association 
encourage  its  membership  to  support  the  American 
Association  of  Medical  Assistants  and  encourage  its 
growth. 

The  Reference  Committee  discussed  the  resolution  and 
found  it  to  be  very  much  in  order  for  the  support  of  the 
American  Association  of  Medical  Assistants. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Theo.  J.  Lemke,  Jr.,  Columbus  - Chairman 
James  Carson,  McCook 
Donald  Glow,  Omaha 


Reference  Committee  #5 

Reference  Committee  #5  considered  four  reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

Testimony  was  heard  regarding  the  decrease  in 
residency  training  positions  necessitated  by  the  reduction 
in  funds  for  residency  support.  It  was  noted  that  with  the 
reduction  of  residency  positions  and  current  maintenance 
of  class  size  at  present  levels,  the  problem  will  be  an 
increasing  one.  Doctor  Paustian  indicated  that  some  of 
the  decreased  positions  were  picked  up  by  supporting 
funds  from  other  training  areas  and  efforts  are  ongoing  to 
affect  a reduction  in  class  size.  Special  attention  was  made 
to  the  coordinating  committee  of  the  Nebraska  Medical 
Association  and  the  University  of  Nebraska  Medical 
Center  reporting  excellent  organizational  and  productive 
meetings. 

Recommendation: 

Reference  Committee  #5  recommends  the  NMA/UNMC 
Coordinating  Committee  include  in  their  ongoing  dis- 
cussions the  problem  of  decreased  resident  training 
programs  and  keep  the  Society  appraised  of  this  situation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  NEBRASKA  MEDICAL  FOUNDATION 

The  report  of  the  Nebraska  Medical  Foundation  was 
reviewed.  Testimony  was  heard  from  Doctor  Gogela  and 
Mr.  Schellpeper  of  the  workings  of  the  Foundation  and 
the  Reference  Committee  wishes  to  compliment  them  on 
a continuing  excellent  job. 

Recommendation: 

The  Reference  Committee  suggests  that  at  some  future 
time,  Doctor  Gogela  and  one  of  the  Nebraska  Medical 
Association  epresentatives  outline  for  publication  in  the 
Journal,  jusi  how  the  Foundation  works  as  this  Reference 
Committee  felt  it  would  be  of  interest  to  the  entire 
organization. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

No  testimony  was  heard  regarding  this  report  and  for 
the  most  part  this  is  information  in  content. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION. 

Testimony  was  heard  from  Doctor  Long  regarding  the 
need  for  vigorous  programs  of  health  education.  Doctor 


Long  expressed  disappointment  in  the  apparent  attitude 
of  the  Associate  Dean  of  the  Teachers  College  regarding 
classes  for  teachers  in  health  education.  He  felt  that  the 
community  health  needs  require  teacher  knowledge  and 
participation.  The  point  was  made  that  private  industries, 
insurance  companies  and  others  have  and  are  spending 
large  amounts  of  money  to  provide  health  education 
materials  and  methods.  He  particularly  pointed  out  a 
national  commission  on  education  study  regarding  health 
education  and  their  outline  of  a program  for  promoting 
health  education.  He  also  noted  that  an  AMA  document 
regarding  school  health  education  is  available  and  offers 
an  excellent  possibility  for  broadening  interest  in  these 
programs.  Later  discussion  with  Doctor  Bosley  indicated 
that  ongoing  communication  with  the  Teachers  College  is 
planned  and  participation  with  the  Council  on  Teacher 
Education  may  be  an  area  that  the  committee  can  pursue 
to  encourage  promotion  of  health  education. 

Recommendation: 

The  Reference  Committee  compliments  the  committee 
on  the  amount  of  work  that  they  have  carried  out  and 
wishes  to  encourage  them  for  continued  participation  in 
any  and  all  activities  that  would  promote  school  health 
education.  Suggestions  such  as  contacting  the  various 
school  boards  across  the  state  and  supplying  with  the 
American  Medical  Association  document  might  serve  a 
useful  step  in  this  regard. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted 
William  Rumbolz,  Omaha  - Chairman 
Kenneth  Ellis,  Kearney 
Roger  Dilley,  Fremont 


REFERENCE  COMMITTEE  #6 

Reference  Committee  #6  considered  two  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Doctor  Retelsdorf  presented  comments  about  the 
report  as  printed  and  distributed.  He  pointed  out  that  the 
Metropolitan  Omaha  Medical  Society  has  pursued  com- 
bined meetings  with  business  leaders  in  the  Omaha  area. 
The  report  was  accepted  by  the  Reference  Committee  for 
informational  purposes  and  the  Reference  Committee 
wishes  to  commend  the  Commission  for  the  effort 
expended  in  establishing  these  contacts  and  identifying 
these  problems.  The  Reference  Committee  wishes  to 
encourage  the  Commission  on  Public  Affairs  to  pursue 
activities  that  they  have  described  and  to  initiate  efforts 
to  assist  each  component  medical  society  in  considering 
appropriate  actions  to  address  local  concerns. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

The  Reference  committee  then  reviewed  the  Report  of 
the  Commission  on  Legislation  and  Legal  Affairs.  Doctor 
Reese  gave  an  oral  summary  of  several  of  the  bills 
discussed  in  the  report.  There  were  comments  from 
several  members  relating  to  various  bills  under  considera- 
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tion  by  this  Commission.  It  was  mentioned  that  there  was 
adverse  proposed  legislation,  but  none  was  passed  in  the 
current  session  of  the  Nebraska  Legislature,  but  there  will 
likely  be  future  legislative  activity  which  will  need  to  be 
continually  addressed  by  the  Nebraska  Medical  Associa- 
tion. This  report  was  accepted  for  informational  purposes. 

Doctor  James  Dunlap  then  presented  a brief  oral  report 
regarding  the  current  situation  in  Nebraska  regarding 
malpractice  litigation. 

MR.  SPEAKER,  I WISH  TO  ASK  DOCTOR  DUN- 
LAP IF  HE  WOULD  DELIVER  A SIMILAR,  BRIEF 
ORAL  REPORT  ON  MALPRACTICE  INSURANCE 
TO  THE  HOUSE  OF  DELEGATES  AT  THIS  TIME. 

The  Chair  asked  that  this  oral  report  be  presented  to 
the  House  following  the  report  of  this  Reference 
Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #4  — SOUTHWEST  NEBRASKA 
— REIMBURSEMENT  FOR  PSYCHIATRIC  CARE 
RESOLUTION  #6  — LANCASTER  COUNTY  — 
STATE  OF  NEBRASKA  DEPARTMENT  OF 
PUBLIC  WELFARE 

Reference  Committee  #6  then  considered  Resolution 
#4  from  Southwest  Nebraska  regarding  reimbursement 
on  psychiatric  care  and  Resolution  #6  from  Lancaster 
County  regarding  the  State  of  Nebraska  Department  of 
Public  Welfare.  These  resolutions  read  as  follows: 

Resolution  #4 

WHEREAS,  the  Federal  Medicare  and  Medicaid 
statutes,  rules,  and  regulations  and  the  State  Depart- 
ment of  Public  Welfare  have  made  an  arbitrary  decision 
to  withhold  reimbursement  for  treatment  of  mentally  ill 
patients  by  non-psychiatrists,  except  for  an  initial  24 
hour  emergency  period,  and 
WHEREAS,  the  Federal  Medicare  and  Medicaid 
statutes,  rules  and  regulations  and  the  State  Depart- 
ment of  Public  Welfare  then  require  that  mentally  ill 
patients  be  transferred  to  a psychiatric  hospital  or  be 
placed  under  the  care  of  a psychiatrist  at  the  admitting 
hospital,  and 

WHEREAS,  these  regulations  may  work  a hardship 
on  a patient  treated  in  the  rural  settings  of  Nebraska 
where  psychiatric  consultation  is  not  readily  available, 
and 

WHEREAS,  a physician  licensed  by  the  State  of 
Nebraska  is  commonly  and  regularly  required  to  treat 
psychiatric  problems  of  all  types,  and 
WHEREAS,  many  non-psychiatric  specialized  phy- 
sicians have  taken  additional  training  in  the  treatment 
of  psychiatric  illness  and  may  be  qualified  to  treat  many 
of  these  problems,  and 

WHEREAS,  the  Federal  Medicare  and  Medicaid 
statutes,  rules  and  regulations  and  the  State  Depart- 
ment of  Public  Welfare  do  not  make  any  such  arbitrary 
classification  of  other  divisions  of  medical  care,  and 
WHEREAS,  this  appears  to  be  an  illegal  discrimina- 
tion against  non-psychiatrist  physicians; 

THEREFORE,  BE  IT  RESOLVED,  that  the  same 
principles  of  Medicare  and  Medicaid  reimbursement  be 
applied  to  the  care  of  mentally  ill  patients  as  in  any 
other  medical  problem,  and 
BE  IT  FURTHER  RESOLVED,  that  the  Federal 
Medicare  and  Medicaid  statutes,  rules,  and  regulations 
and  the  State  Department  of  Public  Welfare  be 
prevented  from  withholding  Medicare  and  Medicaid 


reimbursement  on  the  basis  of  care  by  a licensed  non- 
psychiatrist when  that  care  is  appropriate. 

Resolution  #6 

WHEREAS,  the  State  of  Nebraska  Department  of 
Public  Welfare  has  a policy  that  no  payment  will  be 
made  for  services  rendered  to  a welfare  patient  unless 
the  admitting  or  attending  physician  is  a psychiatrist 
when  there  is  a psychiatric  condition,  including  in- 
patient care  and  outpatient  hospital/emergency  room 
care;  and 

WHEREAS,  this  policy  prevents  reimbursement  to 
hospitals  and  non-psychiatrists  who  treat  welfare 
patients  when  there  is  a psychiatric  diagnosis;  and 

WHEREAS,  there  are  many  circumstances  where  a 
psychiatrist  may  not  be  needed  for  a short  term 
hospitalization  or  emergency  room  visit.  Also,  there  are 
circumstances  where  the  welfare  patient  may  refuse  a 
psychiatrist.  Also,  there  are  circumstances  where  a 
psychiatrist  is  not  available  within  24  hours;  and 

WHEREAS,  this  policy  has  implications  which  could 
lead  to  all  specialty  care  and  affect  all  interspecialty 
care  of  welfare  patients;  and 

WHEREAS,  this  policy  could  lead  to  overall  resis- 
tance of  physicians  caring  for  welfare  patients;  there- 
fore, be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
request  that  this  policy  by  the  Department  of  Welfare 
be  revised  to  eliminate  the  requirements  for  a psychia- 
trist being  the  attending  physician  when  a welfare 
patient  is  treated  for  a psychiatric  diagnosis. 

There  was  considerable  comment  and  discussion  on 
these  two  resolutions  by  many  members  of  the  Nebraska 
Medical  Association.  There  was  considerable  discussion 
relative  to  the  point  that  governmental  agencies  should 
not  be  in  the  position  of  deciding  which  group  of 
physicians  should  render  medical  care.  It  was  also  pointed 
out  that  there  are  situations  in  which  rapid  psychiatric 
consultation  is  unavailable,  perhaps  inappropriate,  and 
where  general  medical  physicians  may  properly  provide 
care  for  a certain  psychiatric  diagnosis.  It  was  also  pointed 
out  that  just  as  with  any  other  area  of  specialty  medicine, 
appropriate  consultation  and  referral  should  be  made  to 
insure  proper  care  of  all  patients. 

It  was  pointed  out  that  Resolution  #6  from  Lancaster 
County  Medical  Society  has  recently  been  passed  by  the 
Nebraska  Academy  of  Family  Practice  in  its  yearly 
meeting.  Doctor  Cottingham  representing  the  Southwest 
Nebraska  Medical  Society,  felt  that  with  some  modifica- 
tions, they  would  accept  the  wording  of  Resolution  #6 
from  Lancaster  County  Medical  Society.  Resolution  #6 
was  modified  by  the  Reference  Committee  in  the 
following  places:  The  second  “WHEREAS”  was  changed 
to  state,  “WHEREAS,  this  policy  prevents  reimburse- 
ments to  hospitals  and  non-psychiatric  physicians  who 
treat  welfare  patients  when  there  is  a psychiatric 
diagnosis;”  and  an  additional  “WHEREAS”  was  inserted 
just  prior  to  the  “RESOLVED”  stating,  “WHEREAS,  the 
Nebraska  Medical  Association  wishes  to  continue  to 
support  the  concept  of  appropriate  consultation  and 
referrals”.  The  new  Resolution  #6  reads  as  follows: 

“WHEREAS,  the  State  of  Nebraska  Department  of 
Public  Welfare  has  a policy  that  no  payment  will  be 
made  for  services  rendered  to  a welfare  patient  unless 
the  admitting  or  attending  physician  is  a psychiatrist 
when  there  is  a psychiatric  condition,  including  in- 
patient care  and  outpatient  hospital/emergency  room 
care;  and 

WHEREAS,  this  policy  prevents  reimbursements  to 
hospitals  and  non-psychiatric  physicians  who  treat 
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welfare  patients  when  there  is  a psychiatric  diagnosis; 
and 

WHEREAS,  there  are  many  circumstances  where  a 
psychiatrist  may  not  be  needed  for  a short  term 
hospitalization  or  emergency  room  visit.  Also,  there  are 
circumstances  where  the  welfare  patient  may  refuse  a 
psychiatrist.  Also,  there  are  circumstances  where  a 
psychiatrist  is  not  available  within  24  hours;  and 
WHEREAS,  this  policy  has  implications  which  could 
lead  to  all  specialty  care  and  affect  all  interspecialty 
care  of  welfare  patients;  and 

WHEREAS,  this  policy  could  lead  to  overall  re- 
sistance of  physicians  caring  for  welfare  patients;  and 
WHEREAS,  the  Nebraska  Medical  Association 
wishes  to  continue  to  support  the  concept  of  appro- 
priate consultation  and  referrals;  therefore,  be  it 
RESOLVED,  that  the  Nebraska  Medical  Association 
request  that  this  policy  by  the  Department  of  Welfare 
be  revised  to  eliminate  the  requirements  for  a psy- 
chiatrist being  the  attending  physician  when  a welfare 
patient  is  treated  for  a psychiatric  diagnosis.” 

Dr.  Urbauer,  Chairman  of  the  Reference  Committee, 
added  that  this  resolution  should  also  be  sent  to  the 
Governor  of  Nebraska,  the  State  Department  of  Health,  as 
well  as  the  State  Department  of  Welfare. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #6  AS  A WHOLE. 
This  was  approved  by  the  House. 

Respectfully  submitted, 

Craig  L.  Urbauer,  Lincoln  - Chairman 
R.  Dan  Clark,  Gering 
James  Dunlap,  Norfolk 


Following  the  oral  report  by  Doctor  Dunlap  on 
malpractice  insurance,  Doctor  Gorthey  stated  that  the 
Board  of  Directors  had  discussed  the  way  Doctor  Dennis 
O’Leary  had  handled  the  questions  regarding  President 
Reagan,  and  it  was  thought  he  should  be  commended. 
Doctor  Armstrong  called  for  suspension  of  the  rules  to 
consider  this  action,  and  this  was  approved.  Doctor 
Gorthey  moved  that  a letter  be  sent  to  Doctor  O’Leary 
commending  him  for  the  excellent  coverage  on  the 
medical  report  on  the  condition  of  the  President,  and  that 


this  should  be  from  the  entire  Medical  Association.  This 
was  approved  by  the  House. 

There  being  no  further  business,  the  House  was 
recessed  until  Tuesday  morning. 


THIRD  SESSION 

The  third  session  of  the  House  of  Delegates  Annual 
Meeting  was  held  on  Tuesday,  May  4,  1981.  Roll  call 
showed  47  delegates  present,  and  the  meeting  was 
declared  in  session. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
McFadden. 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
second  session  of  the  House  of  Delegates,  and  these  were 
approved. 

An  oral  report  was  presented  by  Dr.  Papenfuss, 
Chairman  of  the  Nebraska  Medical  Political  Action 
Committee. 

Dr.  Gorthey  introduced  Dr.  William  Y.  Rial,  Speaker  of 
the  House  of  Delegates  of  the  American  Medical 
Association. 

The  Chair  called  for  the  report  of  the  Nominating 
Committee,  and  Dr.  McWhorter,  Chairman,  presented  the 
following  slate  of  officers: 

President-Elect  — Dr.  Allan  Landers,  Scottsbluff 
Board  of  Directors, 

Member-at-Large  — Dr.  Herbert  E.  Reese,  Lincoln 
Delegate  to  the  AMA  — Dr.  C.  J.  Cornelius,  Jr.,  Sidney 
Alternate  Delegate  to  the  AMA  — Dr.  Louis  J.  Gogela, 
Lincoln 

Secretary-Treasurer  — Dr.  Orin  R.  Hayes,  Lincoln 
Councilors: 

1st  District  — Dr.  Stanley  Truhlsen,  Omaha 
2nd  District  — Dr.  Dwight  Cherry,  Lincoln 
3rd  District  — Dr.  Myron  Samuelson,  Wymore 
4th  District  — Dr.  Leonard  Chadek,  West  Point 
Council  on  Professional  Ethics  — Dr.  Russell  Mclntire, 
Hastings 

Delegate  to  the  North  Central 
Medical  Conference  — Dr.  Dwaine  J.  Peetz,  Neligh 

There  were  no  nominations  from  the  floor,  and  the  slate 
of  officers  presented  was  unanimously  approved  by  the 
House. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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Acute  pain 

is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pain 


Empirin®  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  /J' 
phosphate,  30  mg,  (Warning  — may  be  habit-forming),  vi 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths  No  2 — 15  mg,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming ) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  o(  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion ol  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  federal  Con- 
trolled Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazmes,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  In  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  tetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  ot  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

risk  patients:  Empirirj  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  ot  hepatic  or  renal  (unction,  hypothyroidism.  Addison's  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders, 

REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatoiy  than  in  nonambutatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  it  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweatmg,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin 
ate  unable  to  take  salicylates  without  developing  nausea  and  vomiting  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  readion  With  these  exceptions,  most  of  the  side  effects  occur  alter  repeated  administra- 
doses, 

AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  of  the  pain  and  the  response  of  the 
A may  occasionally  be  necessary  lo  exceed  the  usual  dosage  recommended  below  in  cases  ot  more  severe  pain  or  in 
who  have  become  tolerant  to  the  analgesic  effect  ot  narcotics  Empirin  with  Codeine  is  given  orally.  The  usual 
b Codeine  No  2 and  No.  3 is  one  oi  two  tablets  every  lour  hours  as  required.  The  usual  adult  dose 
No.  4 Is  one  tablet  every  lour  hours  as  required. 

The  CNS  depressant 
with  Codeine  may  be 
of  other  CNS  depressants. 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ORGANIZATIONS,  STATE=_ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter.  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  Stat^  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D..  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D..  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  WTest  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W\  Smith,  M.D.,  President-Elect 
8300  Dodge  St,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 


Nebraska  Dietetic  Association 

Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114- 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

W.  Benton  Copple,  M.D.,  President 
6801  No.  72nd  St,  Omaha  68122 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor  for  Neb. 

Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society'  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy- 
Ken  Draper.  RRT,  President 
Southeast  Community  College 
8800  “0”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology-  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt.  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary- 
7363  Pacific  St,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
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WashingtoN otes 

(Continued  from  page  164) 

Richard  Shelby  (D-Ala.)  and  Phil  Gramm  (D- 
Texas). 

The  repeal  legislation  was  strongly  supp- 
ported  by  the  AMA  which  said  repeal  “is 
absolutely  necessary  to  end  federal  inter- 
ference in  local  planning  decisions.” 

Noting  that  an  end  to  funding,  as  the 
Administration  recommends,  does  not  end  the 
federal  requirement  that  states  enact  con- 
forming certificate-of-need  laws,  the  AMA  said 
flat  repeal  won’t  be  an  easy  task. 

Listing  its  objections  to  the  program  in  a 
“legislative  alert”  statement,  the  AMA  said 
planning  imposes  federal  regulations  upon 
what  should  be  primarily  locally-directed 
health  planning.  The  program  is  not  cost- 
effective  and  is  anti-competitive,  “creating 
barriers  to  market  entry  through  burdensome 
certificate-of-need  and  other  approval  re- 
quirements,” the  AMA  said. 

The  highly-complex  law  and  regulations 
cause  “excessive”  time  and  resources  devoted 
to  red  tape  instead  of  delivery  of  care,  the 
AMA  said. 


Smoking. 

People  don’t  realize  the  health  hazards  of 
smoking,  the  Federal  Trade  Commission  staff 
has  said  in  a report  to  Congress. 

The  report  mentions  a number  of  options 
that  might  be  taken  to  alert  the  public, 
including: 

“•“Increasing  consumer  education 
*Making  the  current  warning  label  on  cigaret 
packages  and  ads  larger  and/or  more  specific. 
““Requiring  different  warnings  at  different 
times. 

““Starting  an  industry-self-regulation  program. 

The  staff  report,  which  leaves  it  up  to 
Congress  what  steps  to  take,  concludes  that 
the  evidence  accumulated  over  the  past  two 
decades  establishes  that  cigaret  smoking  is 
more  dangerous  than  was  thought  in  1964 
when  the  first  Surgeon  General’s  report  was 
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'Data  on  file  Parke-Davis  Marketing  Research  Dept. 
"Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 
The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS’  Pre-Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bnng 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycenn  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comfortmg  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC’  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg:  bismuth  subgallate.  2.25%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam,  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate.  2225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  1100 
mg;  also  contains  the  following  inactive  ingredients;  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  uf 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  apprupnate  therapy  instituted. 

In  the  presence  of  an  Infection  the  use  of  an  appropnate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pretjiancy 
See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppasitones- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  apptying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositones-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9  -86T  (1S”-30°C). 

1089G010 


PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


issued.  Present  warning  requirements  ap- 
parently do  not  educate  the  public  on  the 
dangers,  the  report  said. 

The  VA. 

Legislation  to  limit  special  pay  for  Veterans 
Administration  physicians  and  dentists  has 
been  opposed  by  the  AMA.  Passage  “would 
definitely  have  an  adverse  impact  upon  the 
ability  of  the  VA  to  recruit  and  retain  adequate 
physician  staff,”  the  AMA  said  in  a letter  to  the 
Senate  Veterans’  Affairs  Committee.  The 
measure  before  the  Committee  would  allow 
only  12  percent  of  the  total  appropriation  for 
VA  physician  and  dentist  pay  to  be  expended 
for  special  pay. 

“The  AMA  firmly  believes  that  all  phy- 
sicians in  federal  employ  should  receive  an 
equitable  and  comparable  salary  and  benefits,” 
and  the  bill  “would  be  a step  away  from  this 
goal,”  said  AMA  Executive  Vice  President 
James  Sammons,  M.D. 

Six  hundred  medical  students  rallied  in 
Washington,  D.C.  to  protest  Reagan  Adminis- 
tration cuts  in  the  federal  health  budget. 

Sen.  Edward  Kennedy  (D-Mass.),  Rep. 
Henry  Waxman  (D- Calif.)  and  Rep.  Barbara 
Mikulski  (D-Md.)  told  the  students  that  poor 
people  would  be  severely  affected  by  the 
proposed  economies. 

Other  health  students  and  workers  held 
meetings  in  other  cities  and  at  medical  schools 
for  the  national  Day  of  Concern  for  Health. 

Kathleen  Jennison,  M.D.,  President  of  the 
American  Medical  Student  Association,  said 
that  medical  students  are  building  momentum 
now  to  alert  communities  and  patients  to  the 
impact  of  the  budget  cuts.  “We  are  very 
alarmed  at  what  we  feel  will  be  a patient  crisis,” 
Dr.  Jennison  said. 


Medical  education. 

The  National  Fund  for  Medical  Education 
has  announced  new  priorities  for  its  $1  million 
funding  program.  They  are:  further  advances  in 
cost  containment  education,  improving  com- 
munications between  patients  and  their  phy- 
sicians, improving  the  ability  of  medical  schools 
to  select  students  who  will  make  good  phy- 
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sicians,  promoting  interest  in  careers  as  phy- 
sician-investigators and  as  teachers,  and  find- 
ing new  ways  to  integrate  into  the  medical 
curriculum  subjects  inadequately  addressed  in 
the  past.  The  Fund  is  a public  foundation 
supported  entirely  by  the  private  sector. 
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ORTHOPEDIC 


SURGEON 


Live  the  good  life  in  Hampton,  a 
prosperous,  clean,  safe,  family  oriented 
community.  There  are  13,000  residents 
in  Franklin  County,  Iowa,  and  no  or- 
thopedic surgeon  in  this  County  or  in 
three  of  the  four  surrounding  Counties. 
Quality  recreational,  educational,  so- 
cial, religious,  civic,  and  fraternal  facili- 
ties and  opportunities  abound  here, 
and  existing  medical  facilities  and 
personnel  are  outstanding.  For  further 
information  on  the  potential  for  an 
orthopedic  surgery  practice  in  Hamp- 
ton, contact  Duane  Kelch,  President, 
Medi-Search,  Ltd.,  c/o  Hampton 
Chamber  of  Commerce,  Hampton,  IA 
50441. 
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Physicians'  Classified 

EMERGENCY  MEDICINE  — WEST 
CENTRAL  NEBRASKA:  Directorship  and  clinical 
positions  available  in  moderate  volume  emergency 
department.  Excellent  guaranteed  income  plus 
additional  stipend  for  Director’s  duties.  Pro-, 
fessional  liability  insurance  provided;  flexible 
scheduling  with  no  on-call  responsibilities.  For 
details,  forward  credentials  in  complete  confidence 
to  William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  Colorado 
80903;  or  call  toll-free  1-800-525-3681  (in  Colorado 
State  call  collect  303-471-4981). 

KANSAS  - EMERGENCY  MEDICINE  OP- 
PORTUNITIES: Clinical  positions  available 

throughout  Kansas.  Situations  range  from  mod- 
erate to  high  patient  volumes.  Excellent  compen- 
sation, plus  paid  professional  liability  insurance. 
Flexible  scheduling  without  on-call  involvement. 
For  details,  send  credentials  in  confidence  to 
William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  CO  80903. 
For  immediate  consideration  call  toll-free  1-800- 
525-3681  (within  Colorado  state  call  collect  303- 
471-4981). 
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EMERGENCY  MEDICINE  OPPORTUNITIES 
AVAILABLE:  Positions  available  for  career- 
oriented  emergency  physicians  in  this  moderate 
volume  emergency  department  located  in  the 
central  portion  of  Nebraska.  Excellent  guaranteed 
income,  paid  professional  liability  insurance,  flex- 
ible scheduling  with  no  on-call  involvement  to  be 
awarded  to  physicians  chosen.  For  details  send 
credentials  in  complete  confidence  to  William 
Salmo,  Chase  Stone  Center,  Holly  Sugar  Building, 
Suite  1070,  Colorado  Springs,  Colorado  80903;  or 
call  toll-free  1-800-525-3681  (in  Colorado  state  call 
collect  303-471-4981). 


GENERAL  OR  FAMILY  PRACTICE  OP- 
PORTUNITY: Office  space  available  for  associate 
in  general  or  family  practice.  Contact  Perry  T. 
Williams,  M.D.,  9015  Arbor,  Omaha,  Nebraska 
68124.  Phone  402-391-6623. 


FAMILY  PRACTICE:  Available  September, 
1981.  Medical  office,  records  and  equipment.  City 
of  1,800  with  22-bed  hospital,  100-bed  nursing 
home  and  76  beds  for  mentally  retarded.  Prosper- 
ous farming  community  with  cheese  factory  and 
irrigation  equipment  factory.  Join  the  return  to 
pressureless  living!  L.  G.  Bunting,  M.D.,  Hebron, 
Nebraska  68370,  (402)  768-6023. 

FAMILY  OR  GENERAL  PRACTICE:  Position 
available  in  Northeast  Nebraska.  25-bed  hospital 
and  65-bed  adjoining  Nursing  Home.  This  lucrative 
practice  will  eventually  be  yours  without  invest- 
ment. If  you  would  like  to  do  some  of  your  own 
surgery  and  better  yourself  along  this  line  and  be 
your  own  boss,  if  perhaps  you  are  presently 
unhappy  with  too  many  associates  around  you. 
Your  income  is  unlimited  depending  how  much  you 
care  to  work.  This  position  would  be  ideal  for  two 
doctors.  Complete  consultation  facilities  only  35 
miles  away.  Contact  Box  #045,  NEBRASKA 
MEDICAL  JOURNAL,  1512  First  National  Bank 
Building,  Lincoln,  Nebraska  68508. 
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Limbitrol 

tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochlonde  salt) 
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In  anxious  depression, 

SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  of  anxiety  and  depression.  One 
clinician’  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  pafienfs  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a belter  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.23 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  belween  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References:  1.  Claghorn  J:  Psychosomatics  7 7 438-44 1 , 
Sept-Oct  1970  2.  Rickets  K Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p,  316 
3.  Baldessarim  RJ,  Tarsy  D Tardive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press, 
1978,  p 999 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depres- 
sion associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  ben- 
zodiazepines or  tricyclic  antidepressants.  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  con- 
vulsions and  deaths  have  occurred  with  con- 
comitant use,  then  initiate  cautiously,  gradually 
increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with 
history  of  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in 
patients  taking  tricyclic  antidepressants  and  anti- 
cholinergic-type  drugs.  Closely  supervise  car- 
diovascular patients  (Arrhythmias,  sinus  tachycar- 
dia and  prolongation  of  conduction  time  reported 
with  use  of  tricyclic  antidepressants,  especially 
high  doses  Myocardial  infarction  and  stroke 
reported  with  use  of  this  class  of  drugs.)  Caution 
patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving) 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  following  discon- 
tinuation of  either  component  alone  have  been 
reported  (nausea,  headache  and  malaise  for 
amitriptyline,  symptoms  [including  convulsions] 
similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 


Precautions:  Use  with  caution  in  patients  with  a 
history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  im- 
paired renal  or  hepatic  function  Because  of  the 
possibility  of  suicide  in  depressed  patients,  do  not 
permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treat- 
ment Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives.  Con- 
comitant use  with  other  psychotropic  drugs  has  not 
been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit 
concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during 
the  nursing  period  Not  recommended  in  children 
under  12.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  over- 
sedation, confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone; 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachy- 
cardia, palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  con- 
centration, delusions,  hallucinations,  hypomania 
and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tin- 
gling and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic:  Disturbance  of  accommodation, 
paralytic  ileus,  urinary  retention,  dilatation  of  uri- 
nary tract 


Allergic  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomit- 
ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and 
elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaun- 
dice, alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose.  Treatment 
is  symptomatic  and  supportive.  I V.  administration 
of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for 
manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  se- 
verity and  patient  response.  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is 
obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h.s  dose  may  suffice  for 
some  patients  Lower  dosages  are  recommended 
for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four 
tablets  daily  in  divided  doses,  increased  to  six 
tablets  or  decreased  to  two  tablets  daily  as  re- 
quired Limbitrol  5-12  5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who 
do  not  tolerate  higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each 
containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlor- 
diazepoxide and  12.5  mg  amitriptyline  (as  the 
hydrochloride  salt) — bottles  of  100  and  500, 
Tel-E-Dose*  packages  of  100,  available  in  trays  of 
4 reverse-numbered  boxes  of  25,  and  in  boxes 
containing  10  strips  of  10,  Prescription  Paks  of  50 

ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 
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MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 
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The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  TOO  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 

—Adapted  from  Claghom  J1 


A key  reason  why 

MORE  PHYSICIANS  ARE  CHOOSING 

LIMBITROL 

Toblets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


ROCHE 


1 Claghorn  J:  Psychosomatics  7/  438-441,  Sept-Oct  1970 

Please  see  summary  of  product  information  on  inside  cover. 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society,”  “overuse,”  “misuse”  and  “abuse,” 
my  name  is  one  of  the  reference  points.  Sometimes  even  the 
reference  point. 

These  current  issues,  involving  patient  compliance  or  dependen- 
cy-proneness,  should  be  given  careful  scrutiny,  for  they  may  impede 
my  overall  therapeutic  usefulness.  As  you  know,  a problem  almost 
always  involves  improper  usage.  When  I am  prescribed  and  taken 
correctly,  I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for 
me.  Consider  your  patients  with  heart  problems,  G.I.  problems  and 
interpersonal  problems  who,  when  their  anxiety  was  severe,  have 
been  able  to  benefit  from  the  medication  choice  youVe  made.  Recall 
how  often  youVe  heard,  as  a result,  “Doctor,  I don’t  know  what  I 
would  have  done  without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own 
experience,  you’ll  come  away  with  a confirmation  of  your  knowledge 
that  I am  a safe  and  effective  drug  when  prescribed  judiciously  and 
used  wisely. 


For  a brief  summary  of  product  information  on  Valium"  (diazepam/Roche)  please  see  the  preceding  page. 
Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short 
term  relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adiunctive- 
ly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology;  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epmes  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  taundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  taundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to 
10  mg  b i d to  q i d. . alcoholism,  10  mg  t i d or  q.i  d 
in  first  24  hours,  then  5 mg  t.i.d.  or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d , ad|unctively  in  convulsive  disorders,  2 to  10  mg 
b i d . to  q i d Geriatric  or  debilitated  patients  2 to 
2VS  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated  (See  Precautions  ) Children  1 to  2VS  mg 
t.i  d or  q id  initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets.  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10,  Prescription  Paks  of  50,  available  in  trays  of  10 

/ |.r\  F*oc^e  Laboratories 

\ ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


WashingtoN otes 

The  budget. 

The  Reagan  Administration  has  won  hands- 
down  its  five  month  budget  campaign  in  the 
Congress.  Some  mop-up  operations  with  an 
occasional  skirmish  here  and  there  is  all  that 
remains  in  carrying  out  the  President’s  prom- 
ise to  reduce  federal  spending. 

The  budget  reconciliation  triumph  in  the 
Democratically-controlled  House  of  a bill 
backed  by  the  Administration  nailed  down  a 
successful  outcome  in  Congress  for  the  Presi- 
dent’s economy  program  to  reduce  federal  ex- 
penditures next  fiscal  year  by  more  than  $38 
billion.  The  217-211  vote  also  made  clear  that 
the  House  is  controlled  effectively  on  major 
issues  by  a coalition  of  Republicans  and 
conservative  democrats.  The  major  impact  on 
health  will  be  a $1  billion  slash  in  federal 
Medicaid  outlays  and  a $1  billion  cut  in 
spending  in  26  categorical  grant  health  pro- 
grams. 

The  only  setback  in  the  House  was  the 
decision  not  to  press  for  a vote  on  a 
Republican  substitute  plan  for  the  budget 
package  approved  by  the  Democrats  on  the 
House  Commerce  Committee.  Although  the 
Democratic  plan  met  the  health  budget  targets 
set  by  the  Administration,  it  took  a different 
road  and  did  not  remove  some  of  the  programs 
the  Administration  wants  to  phase-out  such  as 
Professional  Standards  Review  Organizations 
(PSROs)  and  Health  Planning. 

The  substitute  plan  prepared  by  Rep.  James 
Broyhill  (R-N.C.),  ranking  Republican  on  the 
Commerce  Committee,  would  have  ended 
these  programs  and  hewed  strictly  to  the 
Administration’s  original  block  grant  and 
Medicaid  proposals. 

The  health  budget  measures  weren’t  in- 
cluded in  the  overall  successful  budget  pro- 
posal authored  by  Reps.  Phil  Gramm  (D- 
Texas)  and  Delbert  Latta  (R-Ohio)  because 
the  Republicans  on  the  Commerce  Committee 
had  been  assured  earlier  by  the  Democratic 
leadership  that  they  would  have  an  opportuni- 
ty on  the  House  floor  to  seek  a vote  on  their 
plan,  since  the  Commerce  Committee  had 
deadlocked  21  to  21  on  the  Democratic  plan. 

(Continued  on  page  10A) 
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SURE  CURE  FOR 
PAPERWORK  HEADACHES 


just  about  all  the  time  and 
tedium  out  of  recording, 
organizing,  maintaining 
and  retrieving 
essential  information! 
Ask  Hugo  Heyn  Co., 
your  local  Lanier 
distributor,  for  a 
complete  diagnosis 
of  your  particular 
case.  It  won’t  cost 
a penny  and  it 
could  give  you  a 
whole  new,  dollar 
saving  lease  on  your 
record  processing  life. 


Sick  and  tired  of 
sorting  out  patient 
histories,  billing 
information,  collection 
data,  correspondence 
and  frequently 
prescribed 
medicines  and 
therapies  the  hard 
way?  Lanier  has  a 
cure  that  can  put 
an  end  to  your 
record  keeping 
problems.  It’s  called 
“Records  Keeping  Smart 
Disc”™  and  it  knocks 
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PAIN  AND  TENSIOI 

Double  fault  for 
weekend  warriors  A# 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

‘INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  National  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  follows 

Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  tour  months  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin  meprobamate  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed tor  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  monlhs,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  o»  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided.  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  tour  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure 
pulse  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  eg  caffeine  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  expenence  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness.  with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombmemia  which  if  it  occurs  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 198 1 . Wyeth  Laboratories 
All  rights  reserved 

‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 

Wyeth  Laboratories 

A A Philadelphia,  PA  19101 


for  mild  to  moderate  pain 

Wygesic® 


(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect.  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness  sedation  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness  head- 
ache weakness,  euphoria  dysphoria,  and  minor 
visual  disturbances  The  chrome  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS  Propoxyphene  in  comb - 
nation  with  alcohol,  tranquilizers  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetammoohen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I V .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene. 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone.  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week.  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 

Copyright  c 1981,  Wyeth  Laboratories. 
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Claims  don't  pile  up  with  MPS 

Now  your  office  can  reduce  all  of  your  Blue  Cross/Blue  Shield  claims 
to  a diskette  with  the  Medical  Processing  System.  Just  mail  the  diskette 
and  avoid  all  of  the  paperwork.  And  payment  is  guaranteed  in  72  hours. 

An  MPS  exclusive. 

We  can  also  save  your  staff  as  much  as  80%  of  the  time  they  are 
presently  spending  processing  other  claims. 

Another  feature  of  the  Medical  Processing  System  keeps  track  of  all 
your  hospital  patients.  You  get  a day-to-day  worksheet  listing  all  of  your 

hospital  patients  in  room  number  order.  MPS  also  produces  a daily  hospital  transaction  register  and  discharge 
report.  Charges  are  processed  when  the  patient  is  discharged  — not  a week  or  two  later. 

MPS  is  an  in-house  computer  system  that  uses  the  IBM  Series/1  computer.  Patient  information  never 
leaves  your  office  so  you  are  not  dependent  on  the  mail,  telephone  company  or  any  other  third  party  to  help 
manage  your  practice. 

You  don't  need  a special  data  processing  staff  to  put  MPS  to  work  for  you.  Our  professionals  can  train 
your  present  staff.  After  training  is  completed,  we  are  only  a telephone  call  away  if  a problem  should  arise.  We 
can  go  right  to  the  heart  of  the  problem  through  the  telephone  line  just  like  we  were  in  your  office. 

For  more  information  on  how  you  can  put  MPS  to  work  for  you,  call  or  write: 


PROFESSIONAL  „ 


HORIZONS 


PROVIDING  COMPUTER  SYSTEMS  FOR  THE  PROFESSIONAL  OFFICE 
P.O.  BOX  362  _ 

HASTINGS,  NEBRASKA  68901  • TELEPHONE  (402)  463-7717 
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WashingtoNotes 

(Continued  from  page  3A) 

With  29  Democrats  breaking  ranks,  the 
Gramm-Latta  measure  prevailed  by  a six-vote 
margin  over  the  budget  bill  prepared  by  the 
House  committees  with  the  exception  of  the 
set-aside  Commerce  Committee  bill. 

Broyhill  decided  apparently  that  there  was 
danger  of  losing  a handful  of  votes  (only  a 
switch  of  four  votes  would  be  fatal)  and 
announced  that  he  was  withdrawing  his  sub- 
stitute. He  told  the  House  that  Commerce 
Committee  Chairman  John  Dingell  (D-Mi.) 
promised  that  “he  wants  to  work  with  us  to 
resolve  whatever  differences  that  we  have 
between  our  versions  as  we  go  into  con- 
ferences.” 

When  does  life  begin? 

The  Senate  has  concluded  hearings  on  the 
emotion-laden  issue  of  when  human  life 
begins. 

The  American  Medical  Association  opposed 
(Continued  on  page  12A) 


Our  goal  at  National  Medical  Enterprises  is 
to  help  you  establish  a comfortable  and 
successful  Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

It's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

So  whether  you’re  interested  in  solo, 
partnership  or  a group  practice,  you  should 
contact  NME. 

we  re  the  experts! 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  director,  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles,  California  90025. 

Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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enTBRPRises,  inc. 

"The  Total  Health  care  Company." 

An  Equal  Opportunity  Employer  M/F 
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Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


10-A  Nebraska  Medical  Journal  August  1981 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients, 
CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulm  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehlmg's 
solutions  and  also  with  Climtest’  tablets  but  not  with 
Tes-Tape‘  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  m ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules4’,  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [io3osor] 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor'  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Wanted:  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians.  For 
such  physicians,  we  offer  a practice  that  is 
practically  perfect,  where  in  almost  no  time  you 
experience  a spectrum  of  cases  some  physicians 
do  not  encounter  in  a lifetime,  where  you 
prescribe,  not  the  least  care,  nor  the  most 
defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine  is  the 
perfect  setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-ranging  oppor- 
tunities for  the  student,  the  resident,  and  the 


practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army  resi- 
dents generally  receive  higher  compensation 
and  greater  responsibility  than  do  their  civilian 
counterparts  and  score  higher  on  specialty 
examinations. 

Army  Medicine  offers  an  attractive  alternative 
to  civilian  practice.  As  an  Army  Officer,  you 
receive  substantial  compensation,  extensive 
annual  paid  vacation,  a remarkable  retirement 
plan,  and  the  freedom  to  practice  without 
endless  insurance  forms,  malpractice  pre- 
miums, and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s  practically  all  medicine. 
Phone:  913-684-4898  (Call  Collect) 

An  Equal  Opportunity  Employer 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  474-3222 


UONLEY  MEDICAL 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


WashingtoNotes 

(Continued  from  page  10A) 

the  legislation  that  declares  human  life  shall  be 
deemed  to  exist  from  conception. 

“The  practical  effects  of  the  proposed 
legislation  are  staggering,”  said  Joseph  Boyle, 
M.D.,  AMA  Board  Chairman.  Dr.  Boyle  told 
the  Senate  Judiciary  Subcommittee  that  “pas- 
sage of  this  bill  would  have  an  adverse  impact 
on  critical  physician-patient  relationships  and 
would  create  endless  medical,  ethical  and  legal 
difficulties  for  the  people  of  this  nation.” 

Physicians  could  face  serious  dilemmas  in 
advising  pregnant  patients,  Dr.  Boyle  said. 
Under  the  bill,  he  noted,  the  physician  would 
be  responsible  for  the  welfare  of  every  fetus 
whose  legal  and  health  interest  would,  in  the 
eyes  of  the  law,  be  equal  to,  but  may  be  in 
conflict  with  those  of  the  woman.” 

Dr.  Boyle  listed  some  of  the  life-endangering 
conditions  of  pregnancy  that  physicians  are 
presented  with,  and  said  the  bill  does  not 
address  these  physician  dilemmas  or  provide 
answers  to  physicians  who  must  deal  on  a daily 
basis  with  these  critical  situations.” 

(Continued  on  page  16A) 
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Motrin 
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600  mg  Tablets 

One  tablet  t.i.d. 

Please  see  the  following  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


feS1  The  Upjohn  Compaq 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


Motrin  Tablets  (ibuprofen.  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it.  or  with  the  syndrome  of  nasal 
polyps,  angioedema.  and  bronchospastlc  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has 
not  been  established  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin 

Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension.  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  Motrin  safety  in  patients  with  chronic  renal  failure  have 
not  been  done.  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers 
Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  Than  7%  (but  less  than  3%) -Probable  Causal  Relationship 
Gastrointestinal:  Nauseaf  epigastric  pain,  heartburn;'  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence);  Central  Nervous  System:  Dizziness/  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapulartype),  pruritus;  Special  Senses:  Tin- 
nitus; Metabolic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation;  see  PRECAUTIONS). 

Incidence  Less  Than  10/o-Probable  Causal  Relationship ** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS);  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit;  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS);  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria:  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  1%-Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes (e.g  , epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gyne- 
comastia, hypoglycemic  reaction:  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia);  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schonlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

Reactions  are  classified  under " Probable  Causal  Relationship"  (PCR)  if  there  has  been 

one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related 

Reactions  are  classified  under  "Causal  Relationship  Unknown"  if  seven  or  more  events 

have  been  reported  but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 

is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day  If  gastrointestinal 

complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease  Sug- 
gested dosage  is  300, 400,  or  600  mg  t.i.d.  or  q i d Mild  to  moderate  pain  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain 
Caution:  Federal  law  prohibits  dispensing  without  prescription 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 


First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,.  Scotts  Bluff,  Sioux. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Gary  Vandewege,  Alliance Wendell  Fairbanks,  Alliance 

William  W.  Lyons,  III,  Kearney  . Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wison,  Gothenburg Mark  Jones,  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck.  Randolph  Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

James  R.  Adamson,  Grand  Island.  . . Gordon  D Francis,  Grand  Island 
John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 

Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton I)  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott,  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Henkel,  Norfolk 

Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr..  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook.  . . David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700  _ 

Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St,  Philadelphia,  PA  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  Of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 

Box  2636,  Station  B,  Lincoln,  NE  68502" 

National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
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PROFESSIONAL  LIABILITY 
INSURANCE 
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Stunts 

Professional  Protection  Exclusively  since  18 99 


OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
9110  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE 

Germany  or  Little  Rock  — Alaska  or 
Tucson.  Arizona  — whatever  your  geo- 
graphical preference,  we  ll  work  to  place 
you  there  And  you'll  know  the  assign- 
ment before  you  are  committed 

This  is  just  one  of  the  many  advantages 
for  physicians  in  Air  Force  medicine  We 
also  provide  excellent  salaries,  30  days  of 
paid  vacation  each  year;  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine  And  the  support  to 
eliminate  your  involvement  in  paperwork 
We  would  like  to  tell  you  more  about 
Air  Force  medicine 


Contact  (call  collect): 

Capt.  Archie  Summerlin 

116  South  42nd  St„  Omaha,  NE 

(402)  221-4319 


A great  way  of  life. 


WashingtoJSotes 

(Continued  from  page  12A) 

Effective  medical  intervention  in  these  life- 
threatening  situations  would  be  prohibited 
under  the  measure,  he  said. 

The  issues  raised  by  the  bill  go  far  beyond 
the  realm  of  medical  science  and  into  social, 
religious,  philosophical,  ethical  and  moral 
concerns,  the  witness  said.  “The  issue  is 
unsolvable  solely  from  a medical  and  scientific 
view.” 

“In  sum,”  concluded  Dr.  Boyle,  “we  see  no 
end  to  the  negative  medical,  legal,  social, 
ethical,  and  moral  repercussions  of  a national 
policy  that  declares  that  human  life  begins  at 
the  time  of  conception.” 

The  bill  in  effect  would  allow  the  states  to 
prohibit  abortion  for  any  reason.  Anti-abortion 
advocates  also  have  been  pushing  a Con- 
stitutional amendment  that  would  achieve  the 
same  purpose.  The  outlook  for  either  approach 
getting  through  Congress  this  year  appears 
dim.  To  date,  the  lawmakers  have  concen- 
trated their  efforts  on  limiting  the  use  of 
Medicaid  funds  for  abortions. 

Medicaid  & us. 

Restricting  freedom  of  choice  for  Medicaid 
beneficiaries  would  have  a “devastating  result” 
on  the  poor,  the  AMA  has  told  Congress. 

“A  system  under  which  Medicaid  recipients 
have  their  freedom  of  choice  restricted  would 
result  in  an  officially-sanctioned  dual  system  of 
health  care:  one  level  of  service  for  the  poor, 
and  a superior  level  of  choice  and  options  for 
everyone  else,”  said  Frederick  Ackerman, 
M.D.,  Chairman  of  the  AMA  Council  on 
Legislation. 

The  proposal  was  made  by  the  Reagan 
Administration  to  accompany  the  five  percent 
“cap”  on  Federal  Medicaid  expenditures  next 
fiscal  year. 

Testifying  before  the  House  Commerce 
Subcommittee  on  Health,  Dr.  Ackerman  said 
the  AMA  endorses  the  concept  of  a cap  “as 
part  of  the  President’s  program  for  improving 
the  overall  economic  situation.  We  believe  that 

(Continued  on  page  214) 
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for  Knotts  in  the  night 

Prescribe  new  formula 

Quinamm 

(quinine  sulfate  tablets) 

each  tablet  contains  quinine  sulfate  260  mg 


painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime. . .can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


•Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc  , 


Cayey,  Puerto  Rico  00633 


Quinamm" 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  lup  to  30  g ) tor  attempted  abortion  In  about 
halt  of  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral defects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
in  rabbits  and  guinea  pigs  and  were  absent  in  mice,  rats  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  If  this 
drug  is  used  during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content,  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  blackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  to  as  cmchonism  Such  symptoms  in  the  mildest 
form  include  ringing  in  the  ears,  headache,  nausea,  and  slightly  disturbed 
vision,  however,  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-PD  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

II  symptoms  occur,  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  OVERDOSAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus,  skin  rashes,  fever 

i gastric  distress,  dyspnea  ringing  in  the  ears  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  if  only  small  doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  quinidme  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  of  digoxm  and  digitoxm  have  been  demonstrated  in 
individuals  after  concomitant  quinidme  administration  Because  of  possible  simi- 
lar eflects  from  use  of  quinine  it  is  recommended  that  plasma  levels  tor  digoxm 
and  digitoxm  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombmemic  effect  may  enhance  the  action  of  warlann  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium  suc- 
cinylcholme.  and  tubocurarme)  may  be  potentiated  with  quinine  and  result  in 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  for  toxicity 
Drug  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  17-ketogemc  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis,  Mutagenesis  Impairment  of  Fertility 
A study  of  quinine  sulfate  administered  in  drinking  water  (0  1°o)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  ol  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochloride)  in  male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intrapentoneai  injections  (0  5 mM 
kg  ) were  given  twice  24  hours  apart  Direct  Salmonella  typhimunum  tests 
were  negative  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  effect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratoqenic  Eflects 

Because  quinine  crosses  the  placenta  in  humans  the  potential  for  fetal  effects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursing  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cm- 
chonism  or  hypersensitivity ) 

Hematologic  acute  hemolysis,  thrombocytopenic  purpura  agranulocytosis 
hypoprothrombmemia 

CNS  visual  disturbances  including  blurred  vision  with  scotomata  photophobia 
diplopia  diminished  visual  fields  and  disturbed  color  vision  tinnitus  deafness 
and  vertigo  headache  nausea  vomiting  fever  apprehension  restlessness 
confusion  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial  the  most  frequent  type  of 
allergic  reaction  papular  or  scarlatinal)  pruritus  flushing  of  the  skin  sweating 
occasional  edema  ol  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-related)  epigastric  pain 

DRUG  ABUSE  ANO  DEPENDENCE 

Tolerance  abuse  or  dependence  with  Quinamm  has  not  been  reported 

0VER00SAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

DOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  It  needed  2 tablets  may  be  taken  nightly— 1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
is  needed 
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Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 


. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 

Tenuate  Dospan  ® 

(diethylpropion  Tenuate  ® 

hydrochloride  USP) 


75  mg  controlled-release  tablets 


the#1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Precautions 
and  Adverse  Reactions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell  Dow 

•Registered  Trademarks  of  MERRELL-NATIONAL  LABORATORIES  Inc., 

Cayey,  Puerto  Rico  00633 

References:  1 Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc  . Cincinnati. 
Ohio  45215  2 Hoekenga  MTgtaj  A comprehensive  review  of  diethylpropion  hydrochloride 
In  Central  Mechanisms  of  Anorectic  Drugs.  S Garattini  and  R Samamn,  Ed  , New  York. 

Raven  Press.  1978,  pp  391-404 


(diethylpropion  hydrochloride  USP) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion. The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states.  Patients  with  a history 
of  drug  abuse.  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect:  rather,  the  drug  should  be  discontinued.  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly.  When  central  nervous  sys- 
tem active  agents  are  used,  consideration  must  always  be  given  to  the  possibility  of  adverse  in- 
teractions with  alcohol.  Drug  Dependence  Tenuate  has  some  chemical  and  pharmacologic 
similarities  to  the  amphetamines  and  other  related  stimulant  drugs  that  have  been  extensively 
abused.  There  have  been  reports  of  subjects  becoming  psychologically  dependent  on  diethyl- 
propion . The  possibility  of  abuse  should  be  kept  in  mind  when  evaluating  the  desirability  of  in- 
cluding a drug  as  part  of  a weight  reduction  program  Abuse  of  amphetamines  and  related  drugs 
may  be  associated  with  varying  degrees  of  psychologic  dependence  and  social  dysfunction 
which,  in  the  case  of  certain  drugs,  may  be  severe  There  are  reports  of  patients  who  have  in- 
creased the  dosage  to  many  times  that  recommended.  Abrupt  cessation  following  prolonged 
high  dosage  administration  results  in  extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG.  Manifestations  of  chronic  intoxication  with  anorectic  drugs  include  se- 
vere dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and  personalty  changes.  The  most 
severe  manifestation  of  chronic  intoxications  is  psychosis,  often  clinically  indistinguishable  from 
schizophrenia.  Use  in  Pregnancy  Although  rat  and  human  reproductive  studies  have  not  indi- 
cated adverse  effects,  the  use  of  Tenuate  by  women  who  are  pregnant  or  may  become  pregnant 
requires  that  the  potential  benefits  be  weighed  against  the  potential  risks.  Use  in  Children 
Tenuate  is  not  recommended  for  use  in  children  under  1 2 years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage.  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored . Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure 
precordial  pain,  arrhythmia.  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely 
psychotic  episodes  at  recommended  doses.  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported.  Gastrointestinal . Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis, leukopenia.  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride):  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg,  tablet  daily,  swal- 
lowed whole,  in  midmorning.  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia, 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation.  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma.  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard.  Intravenous  phentolamine  (Regitine®)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage 
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works  well  in  your  office... 

NEOSPORIN  Ointment 

(polymyxin  B -bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 

• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 

• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN  Ointment— for  the  office,  for  the  home. 

(polymyxin  B bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3 5 mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  ex  tensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  bums 
w-here  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended 


When  using  neomycin  containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica 
tion  Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereat  ter 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions.  prolonged  use  may  result  in  overgrowth  of  non 
susceptible  organisms,  including  fungi  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity'  and  nephro- 
toxicity have  been  reported  (see  Warning  section) 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 
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SHOWMANSHIP 

You  need  only  take  your  fingers  from  the 
piano  keys  by  the  tiniest  fraction  of  an  inch  (or 
centimeter,  now  that  we  have  unwisely  bowed 
to  the  French),  but  television  pianists  raise 
their  hands  to  eye  level,  rendering  the  simple 
act  of  ending  a note  into  a tour  de  force. 
Hitting  a note  is  something,  ending  it  is  not;  a 
child  can  do  it.  The  conductor  stands  high,  and 
leads  his  orchestra  with  a flourish;  the  judge 
sits  way  above  everybody  else,  and  the 
Supreme  Court  justices  are  robed  in  black 
before  they  will  talk  to  you.  The  trapeze  artist 
makes  his  magnificent  leaps  only  to  the  roll  of 
drums. 

These  things  are  showmanship;  they  add  to 
the  effect;  they  make  us  appreciate  more  what 
we  see  and  hear.  And  what  of  the  doctor? 
When  we  say,  we  will  do  everything  we  can,  it  is 
better  said  in  a voice  that  instills  confidence, 
and  with  a hint,  at  least,  of  a smile,  and  a touch 
of  the  hand.  Did  we  not  once  wear  top  hats  and 
frock  coats  and  beards,  and  even  canes? 

For  we  do  three  things  here.  We  look  better, 
and  that  is  surely  important.  We  give  the 
patient  confidence,  and  that  is  even  better. 
And  since  the  mind  does  much,  I am  con- 
vinced, in  getting  us  well,  by  our  dress  and  our 
voice  and  a touch,  we  do  as  much  good,  I think, 
as  the  antibiotic  and  the  pain-killer  we 
prescribe.  Telling  the  patient  to  go  to  bed  may 
not  sound  the  least  bit  scientific,  but  whatever 
we  say,  even  this,  is  better  said  with  style,  with 
flourish,  and  with  the  showmanship  without 
which  the  pianist  and  the  judge  could  not 
perform. 

We  cure  when  we  can,  we  remove  pain,  and 
above  all,  we  take  away  worry;  and  this  is  the 
way  we  do  it. 

F.C. 

WHAT  DO  YOU  DO? 

Some  adults  are  paid  for  hitting  a ball  over 
the  fence,  or  for  getting  one  over  the  net;  some 
for  hitting  each  other.  To  get  paid  for  playing 
games,  like  chess  or  basketball,  seems  to  me  at 
times  to  want  a defense,  but  I may  be  wrong. 
The  lawyer  is  said  to  keep  us  out  of  trouble, 


but  I may  be  wrong  here,  too.  Many  earn  their 
living  by  teaching  English  to  students  who  do 
not  learn  it,  or  who  quickly  forget  it.  But  I am 
happy  to  have  practiced  medicine. 

Nobody  lives  forever,  and  if  we  do  not  in  the 
long  view  save  lives,  we  prolong  life.  We  heal 
broken  bones  and  torn  flesh,  we  stop  infection, 
we  help  to  begin  life,  and  above  all,  we  relieve 
pain. 

Pain  kills  like  hemorrhage,  we  say.  And  I 
have  lived  my  life  relieving  pain.  Medicine  is  a 
good  life,  and  relieving  pain,  which  I have  done 
for  so  long,  is  medicine  at  its  best. 

F.C. 


WHATEVER  HAPPENED  TO  THESE 
WONDERFUL  THINGS? 

I checked  into  the  hospital  for  a laughingly 
called  minor  procedure,  and  I got  five  back 
rubs  that  evening.  First  they  said  it  would  relax 
me,  but  I kept  wondering  at  the  intimacy  of  the 
thing.  Then  I thought  it  was  because  I was  a 
staff  member;  and  later  I figured  they  were 
getting  credit  for  it,  and  I had  better  submit.  I 
don’t  know  what  it  was  for,  but  it  was  nice;  it 
did  set  up  a rapport  of  a kind  between  the  girls 
and  me. 

Nurses  used  to  wear  those  cute  little  caps, 
and  you  could  tell  what  school  they  graduated 
from,  because  the  caps  were  all  different,  and 
every  school  had  its  own.  I don’t  know  what 
they  do  now,  but  I think  the  caps  are  gone,  and 
you  know,  it  was  a tradition. 

When  you  came  to  a hospital,  or  as  we  say 
now,  you  presented,  you  got  an  enema.  God 
only  knows  what  it  was  for,  and  I think  they 
have  seen  the  wisdom  of  their  ways  and  have 
abandoned  it  in  a spirit  of  mercy  and  common 
sense. 

The  flowers,  now.  Every  night,  they  came 
out  of  the  rooms,  and  every  morning  they  went 
back.  Don’t  ask  me  why. 
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Nurses  wore  those  beautiful  capes  long  ago, 
when  I was  an  intern,  and  it  was  a sight  to 
behold  the  nurse  coming  across  the  snow  for 
an  emergency,  in  her  pretty  cape.  They  are 
gone  now,  I mean  the  capes;  but  so  are  the 
nurses  I knew. 

They  wore  skirts,  too. 

And  the  big  linen  closets  are  gone. 

Bless  the  capes,  and  the  caps,  and  the  skirts, 
too;  and  damn  the  enemas. 

And  I really  did  walk  five  miles  to  school. 
F.C. 


ON  THE  TELEPHONE 
Why? 

Why  do  women  hold  the  telephone  in  the 
right  hand?  You  can  always  tell  if  a lady  used 
the  phone  last;  it  will  be  hung  up  backwards.  I 
tried  holding  the  phone  to  my  right  ear  once, 
and  I couldn’t  hear  a thing. 

I as  a. 

The  lady  on  the  telephone  said,  as  a doctor,  I 
just  know  you  will  agree.  Or  I as  an  employee, 
or  as  an  eligible  male,  which  I am;  or  I as  a 
delegate  want  this  printed.  You’re  not  as  an 
anything,  you’re  just  you.  If  you  are  a doctor, 
you  can’t  be  a nondoctor;  and  if  you’re  a male, 
you  can’t  be  anything  else.  As  a is  a funny 
phrase,  and  I don’t  think  it  means  anything. 

Don’t  do  it. 

Never  have  a call  transferred.  If  you  call  a 
company  and  get  the  wrong  department,  it’s 
better  to  hang  up  and  call  again,  even  if  it  costs 
you  ten  cents.  It’s  quicker,  and  when  they 
transfer  your  call,  you’re  usually  left  holding  a 
dead  telephone  for  as  long  as  you  want  to  hold 
it. 

The  best  telephone  messages 
anybody  ever  got. 

1.  Somebody  called. 

2.  They'll  call  back. 

Nobody  calls  back. 

And  there’s  the  obstetrician  whose  wife  said, 
during  breakfast,  0 yes,  a lady  called  last  night 
and  said  something  about  every  two  minutes. 


When  you  dial  and  you  get  a wrong 
number. 

Say,  if  it’s  a wrong  number,  why  did  you 
answer  it? 

Anon. 

If  you  get  a call  and  they  have 
the  wrong  number. 

If  it’s  like  three  o’clock  in  the  morning  and 
someone  asks,  is  Alice  there,  say,  I’ll  call  her; 
and  then  lay  the  telephone  on  the  side,  very 
quietly,  and  go  to  sleep. 

F.C. 


HOW  TO  DIE  WELL 

They  asked  J.  Caesar,  which  death  is  best, 
and  he  answered,  that  which  comes  unex- 
pectedly. He  got  his  wish  the  next  day,  but  he 
did  see  them  coming  at  him,  and  he  had  a few 
unpleasant  moments.  Plus,  as  they  say  now,  it 
wasn’t  really  unexpected. 

Freud  died,  I think,  of  cancer  of  the  pharynx. 
Remember  all  those  pictures  of  him,  always 
with  a cigar,  and  always  looking  unhappy. 
There  are  better  deaths,  but  he  finally  got  a 
good-for-him  large  dose  of  morphine  to  help 
him  through  the  door. 

There  is  lingering,  and  there  is  pain,  and 
there  is  staring  death  in  the  face.  An  eagle 
dropped  a rock  from  a great  height,  aiming  at 
something  like  a turtle  egg,  but  it  landed  right 
on  the  'head  of  a famous  philosopher;  well, 
there's  a death.  How  tragic,  they  say;  well,  no, 
it  was  time,  and  would  you  rather  he  was 
burned  to  death?  The  wife  of  Socrates  wailed 
because  he  was  about  to  die  innocent,  and  he 
asked  here,  would  she  rather  he  were  guilty? 

Nobody  lives  forever,  and  it  is  normal  to  die, 
but  there  are  easy  ways  to  slough  off  this 
mortal  coil,  and  there  are  others.  Kings  die  in 
their  sleep  and  martyrs  are  burned  at  the  stake 
or  fed  to  the  lions.  The  rest  of  us  die  of  the  ten 
leading  causes  of  death,  and  yours  is  apt  to  be 
what  your  mother  or  father  died  of.  We  are  all 
predestined  to  die  of  some  one  thing,  even  if  it 
is  being  hit  by  a truck. 

Sleep  well,  and  have  a nice  dream. 

F.C. 
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ORIGINAL  ARTICLES 


Reflections  on  the  Increasing 
Cesarean  Section  Rate 


SEVERAL  articles  concerning  the 
increasing  Cesarean  delivery 
rate  have  appeared  in  the 
scientific  journals  in  the  past  few  months, 
especially  in  the  OB-GYN  publications.  Most 
have  expressed  concern  and  some  have  offered 
suggestions  to  reduce  the  rate  of  increase.  It 
should  be  of  concern  to  the  medical  profession, 
especially  to  Obstetricians,  that  much  of  the 
focus  on  this  new  concept  for  arresting  or  even 
reducing  the  Cesarean  rate  came  from  the  lay 
media  in  T.V.  programs  and  newspaper  and 
magazine  articles.  Often  such  media  material 
is  without  basis  of  scientific  facts  or  statistics 
and  frequently  clouded  by  deep  emotional 
impact.  However,  we  must  face  the  fact  that 
the  Cesarean  rate  has  increased  nearly  three- 
fold in  the  past  ten  years.  Specifically,  and  I 
believe  these  figures  to  be  reasonably  accurate, 
the  rates  are: 

United  States: 


1970 

- 5.5% 

1978 

- 15.2% 

Canada: 

1972-73 

- 7.5% 

1979 

- 13.9% 

Nebraska: 

1970 

- 5.5% 

1979 

- 11.8% 

While  completely  accurate  figures  are  not 
readily  available,  it  is  conceded  that  the 
Cesarean  delivery  rate  is  lower  in  the  Western 
European  nations  than  in  the  United  States 
and  Canada.  It  is  worthy  of  note  that  Nebraska 
has  approximately  a 3%  lower  Cesarean  de- 
livery rate  than  the  United  States  as  a whole. 

In  September  of  1980  a National  Institute 
Consensus  Development  Conference  on 
Cesarean  Childbirth  was  held  at  the  N.I.H.  The 
summary  of  this  conference  has  been  published 
in  several  journals  or  a copy  can  be  obtained 
from: 

Department  of  Health  and  Human  Services 
Public  Health  Service 
National  Institute  of  Health 
Bethesda,  Maryland  20205 

The  full  and  final  report  will  be  completed  in 


RICHARD  E.  GARLINGHOUSE,  M.D. 

5440  South  Street,  Suite  1100 

Lincoln,  Nebraska  68506 

June.  I do  have  a Draft  Report  but  I can  assure 
you  that  the  ten  page  summary  will  give  you 
much  valuable  information  without  wading 
through  550  pages  of  the  final  report.  I would 
urge  you  to  obtain  and  read  the  summary. 

I will  not  go  into  the  details  of  this  report  but 
I do  feel  that  some  of  the  points  are  worthy  of 
discussion. 

Following  the  post  war  baby  explosion  in  the 
1960s  there  was  a decline  in  the  birthrate 
resulting  in  the  one  or  two  baby  family.  This 
was  in  sharp  contrast  to  the  five  or  six  baby 
family  of  the  previous  decade.  Because  of  this, 
more  emphasis  was  placed  on  the  fetal  and 
neonatal  well  being  rather  than  maternal  safety. 
It  was  almost  “a  normal  and  healthy  baby  at  all 
costs”  attitude.  Time  will  tell  whether  this  was 
a good  or  a bad  philosophy.  Up  to  now  it  has 
not  even  been  partially  answered.  I believe  that 
even  those  who  most  ardently  support  and 
promote  the  increased  Cesarean  birth  rate  will 
accept  the  premise  that  maternal  mortality  and 
morbidity  are  higher  following  Cesarean  sec- 
tion than  following  vaginal  delivery.  There  are 
numerous  studies  to  support  this  although,  as 
brought  out  in  the  report  of  the  Concensus 
Development  Conference,  statistics  and  rec- 
ords are  often  poor,  lacking,  or  difficult  to 
interpret. 

Dystocia  deserves  a few  words.  Breech 
delivery,  which  will  be  discussed  separately,  is 
not  included  here.  Dystocia  should  be  clear  cut 
and  capable  of  description  and  definition.  But 
all  too  often,  it  has  become  a waste  basket  in 
which  to  dump  all  of  the  problems  of  labor. 
Those  of  you  who  have  served  on  care 
evaluation  committees,  and  most  of  you  have, 
are  fully  aware  of  this.  Perhaps  better  and  more 
clear  cut  documentation  of  the  labor  process  of 
the  dystocia  patient  by  the  Doctor,  not  the 
Nurse  would  suffice.  Many  obstetrical  depart- 
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ments  are  remiss  in  not  clearly  defining 
dystocia  and  then  enforcing  rules  and  regula- 
tions which  would  result  from  such  a definition. 
This  is  obviously  important  because  dystocia 
constitutes  approximately  30%  of  the  indica- 
tions for  Cesarean  section. 

Breech  presentation  can  be,  and  frequently  is 
a disturbing  indication  for  Cesarean  section. 
The  all  too  often  attitude  of  “Let’s  hurry  and 
get  the  patient  to  O.R.  before  she  delivers 
vaginally”  is  completely  unacceptable.  Several 
years  ago  Harold  S.  Morgan,  M.D.  of  Lincoln, 
Nebraska,  pointed  out  that  most  breeches  could 
be  delivered  with  safety  to  both  the  mother  and 
baby  when  delivery  was  properly  conducted.  It 
was  his  contention  that  a breech  delivery  is  not 
always  a one  man  procedure  and  he  therefore 
rightfully  insisted  that  without  exception  there 
should  be  two  obstetricians  in  the  delivery 
room  until  the  delivery  was  accomplished.  This 
needs  reemphasis  at  all  levels  of  obstetrical 
training  as  well  as  inclusion  in  obstetrical 
department  rules  and  regulations. 

It  is  almost  certain  that  few  would  prefer  to 
see  a return  to  the  acceptable  maximum 
Cesarean  section  rate  of  3.5%  of  the  late  40s 


and  early  50s.  On  the  other  hand,  do  we  wish  to 
see  the  Cesarean  rate  continue  to  skyrocket  to 
20-25%  or  even  higher?  I feel  that  now  is  the 
time  to  reevaluate,  not  only  the  teaching  of 
medical  students,  but  also  the  training  of 
obstetrical  residents.  Are  we  depriving  them  of 
technical  perfection  in  vaginal  deliveries?  Is 
this  good  or  is  it  bad?  The  role  of  the  C.M.E. 
should  be  considered.  Does  the  panel  too  often 
convey  the  impressions  that  there  are  two  ways, 
their  way  and  the  wrong  way?  Many  questions 
need  to  be  answered.  The  opinion  of  the 
clinician  who  has  long  experience  with  the 
patient  in  private  practice,  in  addition  to 
medical  school,  residency,  C.M.E.,  and  per- 
sonal pursuit  of  current  scientific  literature 
should  be  sought  out  in  attempting  to  solve 
these  problems.  Now  is  the  time  to  determine 
whether  the  increased  rate  of  Cesarean  births  is 
right  or  wrong.  I have  formed  my  opinion,  right 
or  wrong. 

P.S.  Perhaps  the  best  way  to  handle  the 
breech  presentation  is  to  apply  a hot  wet  pack 
and  bring  it  to  a head.  (Courtesy  of  Frank  Cole, 
M.D.,  Editor  of  the  Nebraska  Medical  Journal 
and  erstwhile  anesthesiologist.) 
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Well  Water  Nitrate  Poisoning  Review: 
A Survey  in  Nebraska  1973  to  1978 


IN  agricultural  regions,  the  abun- 
dant use  of  nitrogen  fertilizers 
to  increase  crop  yield  has  re- 
sulted in  unused  nitrate  infiltrating  into  the 
soil  below  the  root  zone  of  the  crop.  It  takes 
160  to  170  pounds  of  nitrate  per  acre  to  get  a 
maximum  yield  of  160  bushels  of  corn  per  acre. 
Irrigation  increases  the  infiltration  rate  of 
nitrate  into  the  underlying  groundwater. 
Groundwater  is  the  only  feasible  water  supply 
for  most  rural  villages.  With  present  agri- 
cultural practices,  groundwater  contamination 
will  continue  to  be  an  environmental  threat. 

The  earliest  reference  to  nitrate  poisoning 
occurred  in  1933  when  a radiologist  reported 
the  death  of  a one-month  old  infant  who  had 
been  given  bismuth  subnitrate  as  a contrast 
medium. 

In  1946,  well  water  with  high  nitrate  content 
producing  methemoglobinemia  in  an  infant 
was  reported  by  Comly  from  Iowa  City.  It  was 
the  cyanosis,  secondary  to  the  methemoglobin- 
emia, that  led  investigators  to  suspect  nitrates 
in  well  water.  A review  of  the  Year  Books  of 
Pediatrics  revealed  nitrate  poisoning  from  well 
water  was  first  reported  in  1946.  Reports 
appeared  in  1947,  1949,  1950,  and  1957.  A 
brief  description  of  nitrate  poisoning  from  well 
water  is  present  in  Nelson’s,  Textbook  of 
Pediatrics,  10th  edition,  published  in  1975. 
The  eleventh  edition  published  in  1979,  makes 
no  reference  to  nitrate  or  nitrite  poisoning. 
With  the  absence  of  published  reports  from 
the  literature,  there  is  the  assumption  that 
nitrate  poisoning  is  no  longer  a risk.  Meth- 
emoglobinemia has  been  caused  by  a number 
of  agents  — nitrates  in  water,  contact  with 
aniline  dyes  in  crayons  and  laundry  marking 
inks,  accidental  ingestion  of  leather  dyes, 
furniture  polish,  and  ingestion  of  nitrates  and 
nitrites  added  to  foods.  It  has  also  been 
reported  from  silver  nitrate  used  in  the 
treatment  of  burns  and  excessive  nitrates  in 
water  when  used  as  the  dialysate  for  hemo- 
dialysis patients. 

Recently,  attention  has  been  directed  to 
nitrates  in  foods.  Investigated  and  incrimi- 


ROBERT  S.  GRANT,  M.D.,  M.P.H. 

Director,  Division  of  Maternal  and  Child  Health 

State  of  Nebraska,  Department  of  Health 

nated  have  been  spinach,  beets,  carrots,  and 
other  root  vegetables.  Nitrate  intoxication 
from  food  has  been  reported  by  European 
investigators,  primarily  because  of  the  home 
preparation  and  storage  of  these  foods.  The 
Committee  on  Nutrition  of  the  American 
Academy  of  Pediatrics  in  1970  published  a 
report  in  which  it  was  estimated  that  more 
than  350  million  jars  of  canned  spinach  and 
beets  were  used  in  the  United  States  and 
Canada  without  any  report  of  methemo- 
globinemia. 

Walton,  in  the  American  Journal  of  Public 
Health  reported  on  a survey  of  nitrate  poison- 
ing prior  to  1951.  No  cases  of  poisoning  were 
reported  when  water  contained  less  than  10 
mg  per  liter  of  nitrate  nitrogen.  This  was  about 
45  mg  of  nitrogen  as  NO3.  The  limit  for  safe 
drinking  water  was  then  set  at  45  parts  per 
million,  which  was  equivalent  to  10  parts  per 
million  of  nitrate  nitrogen.  In  1962,  meth- 
emoglobinemia was  reported  in  3%  of  467 
cases  in  which  the  nitrate  concentration  of  the 
water  supply  was  less  than  9 mg/liter  as 
nitrogen.  In  1964,  there  was  a report  of  4.4%  of 
249  cases  in  which  the  recorded  concentration 
of  nitrate  as  nitrogen  in  the  water  supply  was 
less  than  1 1 mg/liter.  As  noted  by  many 
researchers,  the  results  of  these  observations 
as  absolute  values  is  complicated  by  a number 
of  factors:  1)  nitrate  concentration  at  the  exact 
time  of  illness  was  not  known;  2)  the  water  for 
formula  use  was  frequently  boiled,  thereby 
concentrating  the  nitrate;  3)  total  intake  of 
nitrate,  e.g.  from  other  foods,  was  not  known. 
In  1972,  more  than  2,000  cases  of  methe- 
moglobinemia from  well  water  nitrate  were 
reported  in  the  literature. 

Pathologic  process 

The  pathologic  process  in  nitrate  poisoning 
is  the  formation  of  methemoglobinemia.  The 
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nitrate  is  converted  to  nitrite.  The  nitrite  ion 
oxidizes  the  ferrous  iron  in  hemoglobin  to  the 
ferric  state  — the  resulting  compound, 
methemoglobin  is  incapable  of  binding  mo- 
lecular oxygen  for  transport  to  the  tissues. 

Nitrites,  etc.  + HbFe++ MetFe+++ 

Methemoglobin  composes  about  1%  of  the 
total  hemoglobin  of  the  healthy  adult.  New- 
born or  premature  infants  may  have  two  to  five 
times  this  level.  It  is  reported  in  grams.  To 
calculate  percent,  the  ratio  of  methemoglobin 
divided  by  the  hemoglobin  gives  the  percent. 
E.g.  — if  methemoglobin  is  3 grams  and  hemo- 
globin is  12  grams,  then  the  methemoglobin 
level  is  25%.  In  the  presence  of  marked 
anemia,  low  methemoglobin  concentrations 
can  be  fatal.  A methemoglobin  reductase 
system  normally  present  in  erythrocytes  keeps 
the  methemoglobin  at  the  1 to  2%  level  under 
normal  conditions.  Infants  and  children  can 
tolerate  levels  from  5 to  8%  without  manifest- 
ing cyanosis. 

In  the  premature  or  young  infant,  there  are 
several  factors  which  may  contribute  to  this 
slight  increase  in  methemoglobin.  Fetal  hemo- 
globin is  relatively  high  during  the  early 
months  of  life.  It  forms  oxyhemoglobin  more 
readily  than  adult  hemoglobin.  By  analogy,  it 
may  be  more  susceptible  to  oxidation  to 
methemoglobin  by  nitrite.  The  total  circulatory 
hemoglobin  also  drops  to  a lower  level  between 
the  first  and  second  month.  The  gastric  acidity 
likewise,  drops  to  a minimum  level  at  about  10 
days  of  age  and  then  increases  gradually. 

The  potential  hazard  of  nitrate  in  water  or 
food  is  its  conversion  to  nitrite  either  prior  or 
after  ingestion.  Conditions  for  reducing  nitrate 
to  nitrite  during  digestion  must  exist,  or  the 
nitrate  will  be  metabolized  or  excreted  without 
adverse  effect.  Well  water  methemoglobinemia 
is  dependent  on  other  factors  in  addition  to  the 
quantity  of  nitrate  ion  ingested  since  older 
members  of  the  family  who  use  the  same  water 
showed  no  signs  of  cyanosis. 

I.  Amount  of  nitrate  fed 

Comblath  and  Hartman  presented  a classical 
treatise  in  1946.  They  made  “artificial  well 
water”  which  contained  1 mg  of  nitrate  ion  per 
cubic  centimeter,  which  was  supplied  in  the 
form  of  sodium  nitrate.  After  feeding  50  mg  of 
nitrate  ion  per  kilogram  per  day  to  four  infants, 
ranging  in  age  from  1 1 days  to  1 1 months,  for 


periods  of  two  to  eighteen  days,  the  highest 
methemoglobin  level  was  0.75  gm  percent  (5.3 
percent  of  the  total  hemoglobin).  No  cyanosis 
was  evident.  The  dosage  of  nitrate  ion  was 
doubled  to  100  mg  per  kilogram  per  day.  The 
increased  amount  of  nitrate  was  fed  to  four 
infants,  2 days  to  6 months  of  age,  for  periods 
of  six  to  nine  days.  The  only  noteworthy  level 
of  methemoglobin,  1.3  gm  percent  (7.5%  of 
total  hemoglobin)  was  obtained  in  an  infant  10 
days  of  age,  eight  days  after  the  nitrate 
solution  was  added  to  his  formula.  Again,  no 
cyanosis  was  evident.  Then  100  mg  of  nitrate 
ion  per  kilogram  per  day  were  fed  to  infants 
who  had  previously  been  cyanotic  due  to 
ingestion  of  well  water  containing  nitrate  and 
in  whom  treatment  with  methylene  blue  had 
been  successful  in  relieving  the  cyanosis.  The 
highest  level  in  these  babies,  who  were  6 and  7 
weeks  of  age  was  11%  of  the  total  hemoglobin 
and  this  time  cyanosis  was  apparent,  but  not 
marked. 

II.  Role  of  gastrointestinal  and 
well  water  bacteria 

The  following  bacteria  were  present  in  the 
upper  gastrointestinal  tract  of  their  cases  — 
aerophilic  streptococci,  A.  aerogenes,  staph- 
lococcus  aureus,  and  Eschericha  coli.  The 
bacteria  were  plated,  half  with  small  amounts 
of  sodium  nitrate  and  half  without.  Within  24 
to  48  hours  each  culture  with  nitrate  had 
appreciable  amounts  of  nitrite.  When  the 
biologically  contaminated  water  was  given  to 
an  infant,  there  was  an  increase  in  the 
methemoglobin  level,  and  cyanosis  was  noted. 

III.  Role  of  age  and  gastric  acidity 

Infants  who  developed  methemoglobinemia 
revealed  no  free  acid  to  be  present  and  had  a 
gastric  acidity  (pH)  to  be  greater  than  4.0.  All 
the  infants  were  less  than  2 months  of  age.  The 
recovered  organisms  from  their  patients  were 
cultured  in  media  of  various  pH.  All  organisms 
grew  in  media  of  pH5  to  pH7.0.  None  grew  in 
pH  of  4.0.  When  the  infants  were  fed  lactic 
acid  formulas,  they  noted  a drop  in  the 
methemoglobin  levels. 

IV.  Level  of  absorption  of  nitrate 

Nitrate  fed  orally  to  normal  babies  was 
absorbed  prior  to  coming  in  contact  with  those 
organisms,  capable  of  converting  nitrate  to 
nitrite,  and  present  in  the  lower  intestinal 
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tract.  An  infant  with  a transverse  colostomy 
was  given  200  mg  of  nitrate  ion.  This  was 
followed  by  a methemoglobin  level  of  2.6%  gm 
(25%  of  the  total  hemoglobin)  within  4 hours. 
The  baby  was  markedly  cyanotic.  When  this 
infant  was  fed  600  mg.  of  nitrate  ion  for  two 
days  orally,  a methemoglobin  level  of  only 
0.5%  (4%  total  hemoglobin)  was  noted.  The 
conclusion  was  that  most  of  the  nitrate  had 
been  absorbed  and  excreted  before  reaching 
the  colon  where  the  bacterial  conversion  to 
nitrite  took  place  in  this  case. 

Most  of  the  cases  reported  in  the  literature 
were  four  to  ten  weeks  old.  Precyanotic  or 
other  symptomatology  varied.  A number  of  the 
case  reports  noted  gastrointestinal  disturb- 
ances or  failure  to  gain  weight.  Most  infants 
were  noted  to  be  well  24  hours  prior  to 
ingesting  the  suspected  high  nitrate  content 
water. 

Signs  and  symptoms 

Cyanosis  appears  with  methemoglobin  con- 
centrations of  10  to  15%.  The  cyanosis  is  a 
blue-gray  color  and  is  due  to  the  unusually 
large  amounts  of  reduced  hemoglobin  in  the 
subpapillary  venous  plexuses  of  the  skin.  The 
venous  blood  is  a chocolate  brown  color.  The 
cyanosis  does  not  improve  with  oxygen. 
Exertional  dyspnea  is  present  with  methe- 
moglobin levels  of  30  to  45%,  and  at  levels  of 
45%  and  above,  a persistent  tachypnea  is 
present  along  with  tachycardia  and  hypoten- 
sion. As  the  methemoglobin  level  increases, 
there  is  usually  nausea,  vomiting  and  dia- 
phoresis. At  a methemoglobin  level  of  60%, 
there  is  marked  lethargy,  excessive  salivation, 
semistupor  and  loss  of  consciousness.  Con- 
vulsions are  common.  Death  occurs  with 
methemoglobin  levels  of  70%  and  above. 

Treatment 

Methylene  blue  is  the  treatment  of  choice. 
The  drug  has  an  interesting  pharmacological 
reaction.  It  can  cause  both  the  formation  and 
disappearance  of  methemoglobinemia. 


(slowly).  Improvement  is  usually  noted  in  30  to 
60  minutes.  A second  dose  may  occasionally 
be  necessary.  Change  to  a low  nitrate  contain- 
ing water  for  future  formula  use  is  important. 

Survey  in  Nebraska,  1973  to  1978 

36  of  Nebraska’s  93  counties  had  sources  of 
water  that  exceeded  nitrate  levels  in  excess  of 
10  mg.  per  liter  during  the  years  of  1973  to 
1978.  Seasonal  variations  were  noted  from 
below  acceptable  levels,  to  a high  of  19.2  mg 
per  liter.  With  the  exception  of  one  area,  the 
excessive  nitrate  content  was  not  persistent 
due  to  seasonal  variations.  52  specific  munici- 
pal water  systems  are  located  in  these  counties, 
supplying  water  to  a population  of  40,027 
people. 

A letter  was  sent  to  the  medical  records 
department  of  each  of  the  98  hospitals  in  the 
state  of  Nebraska  having  a maternity  service. 
They  were  requested  to  report  the  number  of 
cases  of  acquired  methemoglobinemia  admitted 
to  their  hospitals  from  1973  to  1978.  Only  one 
case  of  nitrate  induced  methemoglobinemia 
was  reported.  That  infant  had  been  hospitalized 
at  Children’s  Memorial  Hospital  in  Omaha.  It 
was  a transfer  from  Shenandoah,  Iowa,  but 
became  ill  from  a water  supply  in  Essex,  Iowa. 
Another  case  was  reported  three  months  after 
completing  the  survey.  This  infant  had  been 
hospitalized  in  Yankton,  S.D.,  but  resided  in 
Nebraska.  The  source  of  the  nitrate  was  the 
well  located  on  the  family  farm  in  northern 
Nebraska. 

A letter  was  sent  to  2,175  physicians 
practicing  in  the  36  counties  having  increased 
water  nitrate  levels  and  the  counties  adjacent 
to  the  36.  It  was  assumed  that  some  of  the 
residents  of  the  36  counties  received  their 
medical  services  elsewhere  than  in  the  county 
of  their  residence.  The  letter  requested  in- 
formation regarding  contact  with  any  cases  of 
nitrate  induced  methemoglobinemia  in  the 
past  five  years  and  their  feeding  practices  for 
infants.  910  physicians  (41%)  responded. 


Methylene  blue  + hemoglobin  3% ^ methemoglobin  + leukomethylene  blue 

97%  ^ 

Leukomethylene  blue  + Me  Hb  Fe+++  — Hb  Fe++  + methylene  blue 

A dose  of  0.1  to  0.2  ml/kg  of  1%  methylene  33  physicians  reported  they  had  seen  nitrate 
blue  (1  to  2 mg/kg)  is  given  intravenously  induced  methemoglobinemia.  A number  re- 
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ported  seeing  the  case  at  Children’s  Memorial 
Hospital  which  had  been  reported  by  the 
hospital  medical  records  department.  The 
physicians  reported  they  suspicioned  nitrate 
poisoning  because  of  slight  cyanosis,  but  could 
not  recall  the  dates  or  other  pertinent  in- 
formation. All  reported  making  changes  in  the 
water  used  for  formula  preparation  with 
improvement  in  symptomatology.  Eight  cases 
involved  Nebraska  infants,  six  were  Iowa 
infants,  one  was  from  Minnesota. 


Of  the  910  physicians  responding  to  the 
survey,  only  442  (49%)  included  infants  in 
their  practice.  The  methods  of  feeding  and 
percentages  of  each  was  as  follows:  breast 
feeding,  45%;  fully  constituted  formula,  27%; 
partially  constituted  formula,  20%;  dry 
(powder)  formula,  5%;  other,  3%  (homogenized 
milk,  goats  milk,  etc.).  Feeding  practices  have 
aided  in  the  prevention  of  nitrate  poisoning. 


Nitrate  poisoning  of  infants  remains  a 
potential  threat.  Use  of  fully  constituted 
formulas  or  bottled  water  can  prevent  symp- 
tomatology. Increased  nitrate  levels  in  com- 
munity water  supplies  are  reported  by  the 
Nebraska  Department  of  Health  to  local  public 
officials.  These  officials  are  required  to  place  a 
public  notification  in  a newspaper  of  general 
circulation  for  three  consecutive  days.  If  water 
bills  are  sent,  each  consumer  must  be  notified 
by  mail,  otherwise,  a notice  must  be  placed  on 
a community  bulletin  board.  With  levels  of  10 
to  20  mg  per  liter  of  nitrate  nitrogen,  the 
officials  are  required  to  provide  bottled  water 
for  infants;  with  levels  of  20  to  30  mg  per  liter 
of  nitrate  nitrogen,  the  officials  must  provide 
and  arrange  for  delivery  of  bottled  water  for 
infants;  with  levels  of  30  to  40  mg  per  liter  of 
nitrate  nitrogen,  the  bottled  water  must  be 
available  for  infants  and  the  elderly. 

References  may  be  obtained  from  the 
author. 


Frequency  of  Caesarean  Section 


CAESAREAN  section  has  become 
one  of  the  safest  major  opera- 
tions being  performed  today.  A 
low  incidence  of  caesarean  section  in  the  past 
was  an  indication  of  the  quality  of  care  of  a 
given  obstetrical  service.  Fortunately,  this  is 
no  longer  so.  In  the  past,  difficult  forceps 
rotations  and  extractions  and  other  gymnastic 
maneuvers  qualified  the  person  as  a good 
obstetrician.  Unfortunately,  many  times  the 
maternal  and  fetal  morbidity  and  mortality 
were  increased  due  to  these  procedures.  The 
real  concern  today  is  not  the  percent  of 
caesarean  sections  done,  but  rather  which  of 
the  two  major  pathways  for  delivery  of  an 
infant  results  in  the  best  outcome  for  both 
mother  and  child. 

A longer  trial  of  labor  without  increased 
danger  to  the  fetus  is  now  possible  with  the  use 
of  monitors,  ultrasound,  oxytocin,  and  modern 
anesthesia.  However,  because  of  good  data 
revealing  poor  fetal  outcome,  the  day  has 
passed  when  professional  pride  rested  in 
accomplishing  vaginal  delivery  at  any  cost. 
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High  forceps  and  prolonged  attempts  at 
delivery  of  a breech  infant  through  a question- 
able pelvis  no  longer  have  a place  in  modern 
obstetrics. 

Times  have  changed  since  1882  when 
Sanger  and  Kehrer  independently  first  re- 
ported their  experiences  in  suturing  the  uterus. 
Until  that  time,  the  uterine  incision  was  not 
sutured  permitting  blood  and  lochia  to  drain 
into  the  peritoneal  cavity.  Prior  to  this  time, 
the  few  patients  who  survived  the  procedure 
did  so  following  the  Porro  caesarean  hysterec- 
tomy. The  safety  of  caesarean  section  has 
obviously  increased,  so  that  today  there  is  little 
more  danger  from  abdominal  versus  vaginal 
delivery. 

The  increased  safety  of  the  operation  has 


led  to  an  increase  in  its  popularity.  In  many 
areas  of  this  country,  the  incidence  of  caesare- 
an section  has  more  than  doubled  this  past  ten 
years.  However,  I doubt  if  any  arbitrary  limit 
on  the  incidence  of  caesarean  section  is 
indicated  and  high  incidence  may  be  justified 
on  the  basis  of  maternal  and  fetal  results. 

If  one  reviews  a list  of  indications  for 
caesarean  section  over  the  years,  it  is  obvious 
that  there  is  little  change.  However,  there  has 
been  a definite  change  in  the  relative  fre- 
quency. The  introduction  of  biochemical, 
electrical  and  ultrasonic  fetal  monitoring  has 
led  to  an  increase  in  caesarean  section  for  fetal 
distress;  an  increased  awareness  of  the  prob- 
lems of  abnormal  presentation,  particularly 
transverse  lie  and  breech  presentation  are 
reflected  in  an  increased  incidence  of  caesa- 
rean section  for  these  problems.  Another 
change  in  attitude  involves  delivery  of  the 
premature  infant.  Caesarean  section  is  being 


On  Cesarean  Section 

THE  increased  frequency  of 
cesarean  birth  in  the  United 
States  over  the  past  ten  years, 
the  reasons  for  the  increase,  the  related 
benefits  in  maternal  and  newborn  outcome, 
and  the  possibility  of  a reversal  of  the  trend 
have  been  the  subject  of  physician  and  of 
patient  concern  over  the  past  five  years.  The 
spectrum  of  issues  culminated  in  a National 
Institutes  of  Health  Consensus  Conference  on 
Cesarean  Section  held  in  September  1980. 

The  report  of  this  Conference1  provides  a 
thorough  and  well  reasoned  analysis  of  the 
increase  in  cesarean  delivery  rates,  the  major 
reasons  for  this  increase,  and  a series  of 
recommendations  for  appropriate  numbers  of 
cesarean  births  and  for  further  research.  The 
Conference  itself  was  chaired  by  Dr.  Mortimer 
G.  Rosen  who,  with  his  associates  at  Case 
Western  Reserve  University,  had  previously 
published  an  excellent  report  on  the  increase 
in  the  cesarean  birth  rate.2  Review  of  these  two 
publications  by  the  interested  reader  will 
provide  a comprehensive  perspective  on  the 
topic. 


performed  more  readily  for  these  incidence 
because  premature  infants  are  much  more 
subject  to  neurologic  injury  following  trau- 
matic vaginal  delivery.  However,  caesarean 
section  for  CPD  and  uterine  dysfunction  seem 
to  be  decreasing.  And  the  edictum  “once  a 
caesarean  always  a caesarean”  is  being  ad- 
hered to  less,  thus  decreasing  the  incidence  of 
caesarean  section. 

Suffice  to  say  that  in  regards  to  caesarean 
section  as  other  aspects  of  medicine  the 
pendulum  has  swung  from  one  extreme  (va- 
ginal delivery  no  matter  the  cost)  to  the  other 
(all  breeches  will  be  sectioned;  no  midforceps 
rotations)  and  is  now  settling  somewhere  in  the 
middle.  This  middle  represents  an  increase  in 
caesarean  sections  over  the  past  decade.  But 
this  increase  has  resulted  in  a decreased 
morbidity  and  mortality  to  the  newborn,  as 
well  as  to  its  mother,  which  obviously  is  our 
goal  as  obstetricians. 


WARREN  H.  PEARSE,  M. D. 


Throughout  the  40s,  50s,  and  60s,  the 
operation  of  cesarean  section  became  rela- 
tively safe  from  the  maternal  standpoint,  with 
the  advent  of  antibiotics,  blood  transfusion, 
and  modern  anesthesia.  Operative  rates 
ranged  from  2-5%  of  all  births  in  most 
hospitals.  Significant  numbers  of  classical 
cesarean  sections  were  performed  by  non- 
obstetricians-gynecologists,  and  the  danger  of 
catastrophic  uterine  rupture  with  subsequent 
pregnancies  led  to  the  once  a section,  always  a 
section  dictum. 

In  the  mid  to  late  60s,  increased  emphasis 
began  to  be  placed  on  fetal  outcome,  and  the 
rate  of  cesarean  birth  began  to  increase.  Exact 
figures  are  unknown,  but  various  summaries 
from  reporting  hospitals  suggest  a present 
national  cesarean  birth  rate  in  the  range  of 
15%. 

The  three  major  fetal  indications  constitute 
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65%  of  the  increase;  dystocia  constitutes  33%, 
breech  presentation  19%,  and  fetal  distress 
13%.  The  fourth  major  contributing  factor  is 
the  rise  in  repeat  cesarean  birth,  which 
represents  23%  of  the  overall  increase.  More 
liberal  use  of  the  operative  approach  in 
conditions  such  as  third  trimester  bleeding, 
pre-eclampsia,  and  genital  herpes  accounts  for 
the  remaining  12%  of  the  increase. 

Perinatal  mortality  rates  with  cesarean  birth 
itself  are  one  third  of  those  30  years  ago,  with 
improved  diagnostic  tests  for  fetal  maturity 
contributing  particularly  to  the  decline.  Peri- 
natal mortality  rates  overall  have  declined  by 
half  concomitant  with  the  increase  in  cesarean 
births,  but  this  does  not  prove  cause  and 
effect.  Professional  liability  concerns  are  often 
cited  by  the  press  and  sometimes  by  phy- 
sicians as  a direct  cause  of  the  increase  in 
cesarean  births,  but  again  the  exact  relation- 
ships are  not  easy  to  pinpoint.  In  a primigravid 
woman  with  a breech  presentation,  for 
example,  there  is  long-standing  valid  evidence 
that  newborn  outcomes  are  better  with  ab- 
dominal rather  than  vaginal  delivery.  What  is 
not  yet  clear  (and  where  further  research  is 
necessary),  is  how  many  such  women  under 
exactly  what  circumstances  require  cesarean 


birth  to  achieve  optimal  newborn  outcome 
balanced  against  the  small  but  real  risks  of 
significant  maternal  morbidity. 

Can  the  trend  be  reversed,  and  the  number 
of  cesarean  births  reduced?  The  answers  lie  in 
two  areas.  First,  more  research  is  needed  in  the 
diagnosis  and  outcome  impact  of  dystocia, 
breech  presentation,  and  fetal  distress;  it  may 
or  may  not  be  desirable  to  reduce  cesarean 
births  in  these  categories.  Second,  evidence  is 
mounting  that  vaginal  delivery  can  be  at- 
tempted with  safety  after  prior  low  segment 
cesarean  birth  with  nonrecurrent  indications, 
and  perhaps  avoid  as  many  as  40%  of  repeat 
cesarean  births.  What  should  be  rejected  is  the 
viewpoint  that  dollars  should  be  the  determi- 
nant — that  the  higher  costs  or  longer  hospital 
stays  associated  with  cesarean  birth  make  it 
undesirable.  What  should  be  supported  is 
continuing  research  to  determine  the  optimal 
route  of  delivery  for  each  mother  and  baby. 
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Interagency  Cooperation: 
Medical  and  Education 


ON  September  1,  1980,  the  Ne- 
braska Departments  of  Public 
Welfare  — Services  for  Crippled 
Children,  and  Education  — Special  Education 
Branch,  instituted  an  agreement  of  interagency 
cooperation  for  the  provision  of  services  to 
handicapped  children  in  Nebraska  that  is 
without  precedent  in  the  United  States.  The 
context  for  this  agreement  was  established 
with  the  passage  of  the  Education  of  All 
Handicapped  Children  Act  (PL  94-142)  by  the 
U.S.  Congress  in  1975.  At  the  present  time, 
this  act  mandates  that  all  state  and  local 
education  agencies  are  responsible  for  as- 
suring that  a free  and  appropriate  public 
education  is  provided  for  all  handicapped 
children  3-21  years  of  age.  In  Nebraska,  similar 
legislation  (LB  403)  was  passed  by  the 
Unicameral  two  years  prior  to  PL  94-142.  In 
1978,  the  Nebraska  Unicameral  further  ex- 
tended the  mandates  of  LB  403  and  PL- 142  to 
include  all  handicapped  children  from  date  of 
diagnosis  to  age  21. 

Recognizing  that  many  of  the  respon- 
sibilities ascribed  by  this  legislation  to  educa- 
tion agencies  overlapped  with  the  mandates  of 
the  Title  V Crippled  Children’s  Services 
Program,  SCC  and  Special  Education  initiated 
what  became  a 14  month  period  of  discussion 
and  negotiations.  The  result  of  these  dis- 
cussions was  a clarification  of  responsibility  in 
areas  where  there  was  a duplication  of  effort 
and  the  development  of  a relationship  of 
reciprocal  cooperation  that  would  simultane- 
ously meet  both  agency’s  needs  to  comply  with 
existing  legislation  and  establish  an  efficient 
and  effective  mechanism  for  providing  high- 
quality,  comprehensive  medical  and  educa- 
tional services  to  handicapped  children. 

Currently,  the  cooperative  efforts  of  SCC 
and  Special  Education  focus  primarily  on  the 
uniform  delivery  of  physical  therapy  (PT) 
and/or  occupational  therapy  (OT)  services  on 
a statewide  basis  to  handicapped  children  who 
need  these  therapies  to  benefit  from  their 
educational  programs.  Management  of  the 
overall  delivery  system  is  a responsibility 
assumed  by  SCC. 


DALE  W.  EBERS,  M.D. 

THOMAS  L.  KODERA,  Ph.D. 

SCC  can  receive  referrals  of  children  sus- 
pected of  needing  educationally  related  PT  or 
OT  services  only  from  a child’s  local  school 
district.  Parental  permission  is  further  re- 
quired for  release  of  medical  and  educational 
information  to  SCC.  Children  for  whom 
referral  is  particularly  appropriate  are  those 
who  show  delays  in  gross  or  fine  motor 
development  or  self-help  skills  or  who  are 
otherwise  orthopedically  impaired.  In  addition, 
children  with  other  health  impairments  that 
may  significantly  impact  on  their  educational 
progress  may  also  be  entitled  to  receive 
medical  screening  and  specialized  medical 
diagnostic  assessments  through  this  program. 

Upon  receipt  of  referrals,  SCC  verifies  a 
child’s  need  for  educationally  related  therapy. 
In  most  cases,  this  requires  an  initial  screening 
assessment  by  a multidisciplinary  team  com- 
prised of  professionals  in  the  areas  of  pedi- 
atrics, orthopedics,  physical  therapy,  occupa- 
tional therapy,  speech  pathology,  psychology, 
and  education. 

To  provide  these  assessments,  SCC  has 
established  a network  of  permanent  screening 
clinics  encompassing  the  most  populated 
regions  of  the  state  (see  map).  Wherever 
possible,  these  teams  are  constituted  of  local 
professionals  to  assure  greater  continuity  of 
care.  The  speed  with  which  these  clinics  were 
established  attests  to  the  commitment  of  the 
medical  and  educational  communities  alike  to 
this  cooperative  venture. 

The  major  purpose  of  the  screening  clinics  is 
to  determine  a child’s  need  for  PT  or  OT 
services  and  to  recommend  to  SCC  the 
intensity  of  therapeutic  intervention  required 
to  meet  a child’s  special  developmental  and 
educational  needs.  In  addition,  the  screening 
teams  may  also  recommend  further  specialized 
assessments  as  a follow-up  to  the  clinic.  SCC 
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SCC  Clinic  Sites  — 1981 


Each  circle  represents  a 50  mile  radius 

This  map  does  not  include  an  additional  16  to  20  permanent  clinics  held  in  Lincoln  and 
Omaha.  This  map  includes  clinics  that  relate  only  to  PT/OT  services. 


generally  arranges  for  these  follow-up  assess- 
ments at  no  cost  to  families  or  school  districts 
when  they  are  seen  as  necessary  to  derive  a 
comprehensive  medical  diagnosis  and  service 
plan  or  to  identify  the  educational  implications 
of  handicapping  conditions.  However,  medical 
treatment  that  may  be  recommended  as  a 
result  of  these  assessments  cannot  be  pro- 
vided within  this  program.  Outside  resources 
may  be  required  unless  children  are  eligible  for 
medical  services  through  the  SCC  Title  V 
program. 

The  process  of  developing  an  appropriate 
program  of  physical/occupational  therapy  can 
be  facilitated  greatly  if  SCC  is  supplied 
comprehensive  summaries  of  prior  medical, 
therapy,  and  educational  services  at  the  time  a 
referral  is  made.  With  sufficient  information, 
SCC  may  be  able  to  authorize  the  immediate 
implementation  of  a physical  or  occupational 
therapy  program  without  further  assessments. 

If  PT/OT  services  are  recommended  for  a 
child,  SCC  notifies  the  child’s  school  district 
and  primary  physician  of  the  nature  of  the 
therapy  program  authorized  and  assists  local 
school  districts  in  the  identification  of  therapy 
service  providers.  SCC  then  contracts  with  the 
providers  so  identified  on  behalf  of  the  local 
school  district.  Service  provision  is  monitored 
by  SCC,  in  cooperation  with  school  districts, 
through  monthly  billing  statements,  quarterly 


therapy  progress  notes,  and  annual  reassess- 
ments in  SCC  screening  clinics  at  which  time  a 
child’s  progress  in  his/her  therapy  program  is 
reviewed.  Payment  for  therapy  services  is 
made  from  federal  and  state  funds  available  to 
the  Nebraska  Department  of  Education  for 
this  purpose. 

As  of  February  1,  1981,  850  children  had 
been  referred  to  SCC  for  PT/OT  services.  Of 
these,  600  children  had  received  therapy 
through  the  schools  the  preceding  year  and 
were  automatically  authorized  to  continue  at 
the  same  level  of  service  until  an  SCC 
assessment  was  scheduled.  To  date,  400 
children  have  been  evaluated  within  this 
program.  Services  are  being  provided  to  500 
children  by  a total  of  40  PTs/OTs  across  the 
state.  However,  350  children  are  authorized 
for  therapy  programs  but  are  not  receiving  PT 
or  OT  due  to  unavailability  of  therapists.  A 
major  recruiting  effort  has  been  mounted  to 
attract  more  therapists  into  service  to  the 
schools  to  alleviate  this  problem.  Some 
progress  already  has  been  noted  as  more 
therapists  and  physicians  within  the  state 
become  aware  of  this  program  and  their  role 
within  it.  Meeting  the  need  requires  the 
cooperative  efforts  of  SCC  and  Special  Educa- 
tion at  the  state  level  and  the  medical  and 
educational  communities  throughout  the 
State. 
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The  primary  benefit  of  this  PT/OT  program 
is  the  institution  of  a management  system  that 
clearly  appears  to  have  the  potential  for 
permitting  uniform  access  on  a statewide  basis 
to  high  quality  therapy  services  that  are 
integral  to  the  educational  program  of  all 
handicapped  children  in  Nebraska.  Secondary 
benefits  will  be  manifested  in  increased 
communication  between  the  schools  and  medi- 
cal and  allied  health  professionals  and  between 


the  state  agencies  most  associated  with  the 
education  and  medical  communities.  Rather 
than  being  divisive,  the  recent  legislation 
mandating  increased  responsibilities  of  the 
schools  in  the  management  and  education  of 
handicapped  children  had,  at  least  in  Ne- 
braska, had  the  effect  of  promoting  increased 
interagency  and  interprofessional  cooperation 
and  a sharing  of  responsibilities  through  a 
clarification  of  agency  and  professional  roles. 


Coronary  Artery  Bypass  Surgery 


IN  the  United  States,  more  people 
succumb  to  coronary  athero- 
sclerosis than  any  other  disease. 
Here  alone,  in  the  last  twelve  months,  between 
100,000  and  150,000  patients  underwent 
coronary  bypass  procedures.  The  impact  of 
this  treatment,  both  in  terms  of  the  individual 
patient  and  cost  to  society  as  a whole,  is 
incalculable. 

In  order  for  a specific  treatment  to  be 
acceptable,  it  must  be  safe,  widely  applicable, 
and  effective.  The  first  aortocoronary  bypass 
procedure  was  performed  in  1964,  and  used  in 
large  numbers  of  patients  for  the  first  time  in 
1967.  Since  that  time,  a large  data  base  has 
accumulated,  allowing  some  reasonable  sta- 
tistical analysis.  First,  is  the  procedure 
safe?  The  overwhelming  answer  is  yes,  if  it  is 
in  the  hands  of  experienced  surgical  teams. 
Large  centers  are  currently  reporting  operative 
mortality  rates  of  around  1%.  This  reflects  a 
significant  decrease  in  the  last  5 to  7 years, 
primarily  due  to  better  methods  of  myocardial 
preservation  during  the  performance  of  the 
procedure.  As  the  mortality  has  decreased,  the 
application  of  the  procedure  to  higher  risk 
patients  has  increased.  Currently,  the  risk  of 
aortocoronary  bypass  surgery  in  patients  with 
left  main  coronary  atherosclerosis  is  not 
statistically  higher  than  in  patients  with  lesser 
degrees  of  disease.  Patients  with  diminished 
left  ventricular  function  continue  to  pose  a 
problem  for  the  cardiac  surgeon.  However, 
currently  patients  with  ejection  fractions  of  as 
little  as  .15  can  be  considered  operative 
candidates  in  the  absence  of  chronic  con- 
gestive heart  failure  on  the  basis  of  poor  left 
ventricular  performance. 


DAVID  HUGHES,  M.D. 

Assistant  Professor 

Head,  Section  of  Cardiac  and  Thoracic  Surgery 
Department  of  Surgery 
Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

Second,  is  the  procedure  effective?  This 
question  must  be  considered  from  two  stand- 
points: (a)  control  of  disabling  symptoms  and 
(b)  prevention  of  myocardial  events.  Since  the 
early  days  of  coronary  bypass  surgery,  there 
has  been  little  doubt  that  the  operation  is 
successful  in  the  vast  majority  of  cases  in 
relieving  anginal  symptoms.  Five-year  follow- 
up of  large  numbers  of  patients  indicates  that 
relief  of  angina  is  long-lasting,  being  in  the  range 
of  85-90%.  Statistically,  symptom  control  must 
be  considered  a soft  endpoint.  As  with  any 
major  operation  performed  for  symptoms, 
there  is  a statistically  significant  placebo 
effect.  Relief  of  angina  was  seen  in  a significant 
percentage  of  patients  undergoing  Vineberg 
(internal  mammary  artery  implant)  proce- 
dures, even  if  it  was  demonstrated  angio- 
graphically  that  the  implants  were  occluded.  In 
the  case  of  aortocoronary  bypass  surgery, 
there  is  an  accumulating  body  of  evidence  to 
suggest  that  actual  physiologic  changes  occur 
for  the  better  in  postoperative  patients. 
Graded  treadmill  exercise  tests  performed 
preoperatively  and  postoperatively  indicate 
improvement  of  exercise  tolerance  in  the 
majority  of  patients.  Dynamic  radionuclide 
ventriculograms  indicate  improved  perform- 
ance in  left  ventricles  with  poor  ejection 
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fractions  if  the  impairment  of  function  is 
secondary  to  chronic  ischemia  and  not  scar 
formation.  By  using  dynamic  technetium  scan- 
ning, areas  of  decreased  perfusion  can  be 
identified  with  exercise  preoperatively  and  no 
such  defects  can  be  demonstrated  post- 
operatively  with  functioning  grafts. 

There  is  little  doubt  that  the  advent  of 
therapy  with  beta-blocking  agents  and  long 
term  nitrates  has  improved  the  prospects  of 
symptom  control  with  medical  therapy.  How- 
ever, it  is  the  unusual  patient  that  can  achieve 
complete  symptom  control  without  some 
changes  in  his  exercise  level  and  lifestyle.  Also, 
the  side  effects  of  these  medications,  which 
include  headaches,  orthostatic  hypotension, 
impotence,  loss  of  libido,  and  malaise  are  not 
inconsiderable.  In  selecting  the  patient  to  be 
operated  upon  for  control  of  refractory  angina, 
thorough  discussion  of  the  various  treatment 
modalities  with  the  patient  and  the  mature 
judgment  of  the  attending  physician  are  of 
paramount  importance.  The  sedentary  70- 
year-old  retiree  is  much  less  likely  to  be  an 
optimal  surgical  candidate  than  is  the  50-year- 
old  laborer  who  is  dependent  upon  his  physical 
exertions  to  support  his  family.  The  objective- 
ly demonstrable  increase  in  myocardial  per- 
formance with  exercise  and  the  abolishment  of 
ischemic  changes  with  stress  electrocardiog- 
raphy would  indicate  the  relative  safety  of 
returning  such  patients  to  fulltime  gainful 
employment. 

The  most  difficult  question  is  whether  or  not 
aortocoronary  bypass  surgery  prolongs  the 
life  of  the  patients.  Theoretically,  this  should 
not  be  terribly  difficult  to  prove.  Life  or  death 
is  a statistically  hard  endpoint.  However,  no 
question  involving  coronary  artery  bypass 
surgery  has  aroused  more  vehement  feelings. 
In  order  to  evaluate  this  question,  it  is 
necessary  to  know  the  natural  history  of 
coronary  atherosclerosis  in  all  its  forms  and  to 
determine  the  effect  of  a specific  therapeutic 
intervention  on  that  natural  history.  The 
average  yearly  mortality  rate  of  patients  with 
stable  angina  pectoris,  including  all  anatomic 
degrees  of  coronary  atherosclerosis,  is  ap- 
proximately 4%  per  year.  This  is  not  an 
especially  high  yearly  mortality  rate.  In  order 
to  make  statistically  valid  comparisons,  it 
would  be  necessary  to  follow  groups  of 
patients  many  years  to  determine  statistical 


trends.  A number  of  studies  have  attempted  to 
do  this,  reporting  5 year  survival  postopera- 
tively  of  greater  than  90%,  regardless  of  the 
extent  of  coronary  atherosclerosis.  In  fact,  the 
postoperative  survival  curves  of  these  patients 
parallel  almost  exactly  the  survival  of  a 
normal  population  without  known  heart  di- 
sease taken  from  actuarial  tables.  This  is 
strong  presumptive  evidence  that  coronary 
bypass  grafting  is  effective  in  preventing 
myocardial  events.  However,  these  studies  fail 
to  take  into  account  any  advances  made  in 
medical  therapy  of  coronary  disease  patients. 

The  most  statistically  valid  test  of  any 
therapeutic  intervention  is  a randomized  con- 
trolled study  in  which  2 groups  of  patients 
matched  for  a number  of  statistical  descriptors 
are  randomly  assigned  to  medically  treated 
and  surgically  treated  groups.  Three  such 
studies  are  in  progress:  (1)  the  Veterans 
Administration  Hospitals  Cooperative  Study, 
(2)  the  Cooperative  Coronary  Artery  Surgery 
Study  (CASS),  and  (3)  the  European  Coopera- 
tive Study  on  Coronary  Artery  Surgery.  The 
Veterans  Administration  Hospitals  Coopera- 
tive Study  and  the  European  Cooperative 
Study-  have  been  analyzed  in  considerable 
detail;  the  results  of  these  studies  are  re- 
markably similar.  Both  studies  show  little 
statistical  difference  in  survival  rate  between 
medically  and  surgically  treated  patients  with 
single  vessel  or  two  vessel  coronary  athero- 
sclerosis. The  difference  in  survival  in  patients 
with  all  three  main  coronary  arteries  involved 
by  occlusive  lesions  approached  statistical 
significance  in  the  Veterans  Hospitals  Study 
and  achieved  statistical  significance  in  the 
European  Cooperative  Study,  favoring  the 
surgically  treated  patients.  The  difference  was 
even  more  striking  among  those  patients  with 
left  main  coronary  occlusive  disease,  a disease 
carrying  a 50%  two-year  mortality  in  medically 
treated  patients.  Among  these  patients,  the 
survival  with  coronary  bypass  surgery  was 
statistically  better  than  without  in  both  series. 

One  of  the  most  disappointing  aspects  of 
coronary  artery  bypass  surgery  is  the  work 
history  of  the  patients  undergoing  this  opera- 
tion. In  several  large  series  of  post-coronary 
artery  bypass  surgery  patients,  only  60%  of  the 
patients  below  the  age  of  65  returned  to 
gainful  employment.  The  causes  for  this  are 
many  including  (1)  factors  dealing  with  un- 
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employment  compensation  and  welfare,  (2)  the 
patient’s  age  and  proximity  to  retirement  age, 

(3)  the  patient’s  attitude  toward  his  work,  and 

(4)  the  patient’s  perception  of  the  nature  of  his 
heart  disease.  The  fact  remains,  however,  that 
in  spite  of  objective  evidence  of  improve- 
ment in  myocardial  bloodflow,  improvement  in 
ventricular  performance,  and  improvement  in 
exercise  tolerance  shown  by  these  patients, 
a substantial  percentage  elect  not  to  return  to 
work.  It  is  within  the  realm  of  the  cardiologist, 
cardiac  surgeon,  family  physician,  and/or 
internist  to  educate  these  patients  and  society 


as  to  their  potential.  As  important  as  the 
surgery  itself  is  the  postoperative  rehabilita- 
tion of  the  coronary  bypass  patient.  One 
wonders  how  many  of  these  patients  would 
have  returned  to  work  if  a physician  had  told 
them  that  this  was  permitted. 

Coronary  bypass  surgery  is  an  effective  and 
relatively  safe  therapeutic  tool  which  finds  its 
primary  usefulness  in  control  of  disabling 
symptoms  and  treating  patients  with  life- 
threatening  anatomic  disease. 


Down  Memory  Lane 


1.  One  country  doctor  can  now  take  care  of 
two  or  three  times  the  practice  one  did  in  the 
horse  and  buggy  days. 

2.  Poliomyelitis  is  an  acute  systemic  in- 
fectious disease,  which  may  or  may  not  extend 
to  the  central  nervous  system. 

3.  The  brain  is  the  third  most  frequent  site 
in  which  tumors  occur. 

4.  The  four  cases  of  primary  carcinoma  of 
the  liver  that  we  are  here  reporting  occurred  in 
a series  of  1100  autopsies,  an  incidence  of 
0.36%. 

5.  The  modern  house,  so  well  supplied 
with  heat,  frequently  to  the  extreme,  is 
unfortunately  lacking  in  moisture. 

6.  We  graded  our  colleges  and  raised  their 
standards.  We  grade  our  school  teachers  and 
compel  them  to  teach  as  per  their  graded 
qualifications.  Why  should  we  not  grade  our 
doctors? 


7.  A study  of  private  group  clinics  in  the 
United  States  made  for  the  Committee  on  the 
Cost  of  Medical  Care  has  been  issued  and 
therefrom  we  gather  that  there  are  approxi- 
mately 180  such  clinics  with  a total  medical 
personnel  of  2,000.  The  majority  are  in  the 
middle  west. 

8.  No  prudent  doctor  will  attempt  to 
practice  medicine  without  a legal  counsellor. 

9.  In  my  opinion  if  the  medical  profession 
will  recognize  its  obligations,  cease  its  “sob 
sister”  attitude  and  apply  itself  to  solving  its 
malpractice  problem,  in  a straight  forward 
professional  manner,  this  spectre  will  cease  to 
exist, 

10.  One  time  I called  up  a specialist,  and  he 
said,  “You  do  hunt  up  the  doggonedest  things  I 
ever  saw!”  I replied,  “If  they  weren’t  the  most 
doggoned  things,  I wouldn’t  want  you.” 

Nebraska  State  Medical  Journal 
August,  1931 

F.C. 
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President's  Page 


I should  like  to  relate  to  you  one  of  my 
experiences  at  the  AMA  Annual  Meeting  in 
Chicago  in  June. 

From  the  retiring  President’s  Address,  to 
the  new  President’s  remarks  at  his  inaugura- 
tion, and  to  many  conversations  with  physicians 
from  all  over  the  Nation,  we  in  Medicine  have  a 
big  challenge  before  us. 

The  so-call  “escalation"  of  the  cost  of  health 
care  is  increasingly  being  viewed  with  alarm  by 
the  public,  by  government,  and  by  industry 


and  labor.  When  “health  care’’  comprises  10% 
of  the  GNP,  we  do  indeed  have  a serious 
problem.  In  the  future,  some  modification  in 
the  health  care  delivery  system  would  seem  to 
be  in  order.  All  of  these  groups  named  above, 
are  looking  for  some  type  of  change  in  the 
system  that  will  reduce  or  slow  dowm  the  rate 
of  cost  increase.  They  are  asking  us  now  to  find 
the  answer.  Perhaps  someday,  if  we  have  not 
come  up  with  the  solution,  they  will  do  it  for  us, 
or  should  I say  — “to  us”. 

The  answers  may  be  better  pre-paid  plans, 
industry  and  medicine  coalitions,  negotiated 
fee  schedules,  etc.,  or  just  a continued  and 
improved  VOLUNTARY  EFFORT  (the  AMA 
VE  Program)  on  the  part  of  both  physicians 
and  hospitals,  in  Cost  Awareness  Programs.  In 
response  to  this  challenge  we  have  an  NMA 
established  Committee  set  up  to  answer  this 
challenge  from  these  various  groups,  and  most 
importantly,  our  patients.  Doctor  Clarence 
McWhorter  is  the  Chairman  of  the  Committee. 
I strongly  urge  the  cooperation  of  all  physicians 
and  hospitals  in  this  State  in  aiding  this 
Committee  in  its  function. 

Carlyle  E.  Wilson,  Jr.,  M.D. 

President,  Nebraska  Medical  Association 
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Welcome  New  Members 


Michael  Finkner,  M.D. 
Alma,  Nebraska  68920 


Between  Cases 

A Doctor? 

He  is  a hypocritic  oaf. 

Art,  Science,  Art,  Science, 

People  who  say  medicine  is  an  art  are 
keeping  it  from  being  a science. 

F.C. 

The  History. 

Six  days  prior  to  admission,  he  traumatically 
fell  down. 

DEN. 

TV. 

It  will  be  cloudy  tonight. 

Who  cares? 

Words  I Can  Do  Without. 

Bar-B-Que,  creme,  reportage,  timorous, 
docile. 

Quote  Unquote. 

Life  is  a game  between  God  and  man. 
Emerson. 

Department  Of  Obvious  Findings. 

The  patient  had  an  obvious  above-knee 
amputation. 


David  L.  Dworzack,  M.D. 
601  No.  30th 
Omaha,  Nebraska  68131 


Conversations  I Have  Cherished. 

Did  you  find  that  record? 

No. 

Didn’t  find  it,  huh? 

No. 

Elegant  Words  Department. 

On  admission  he  gave  severe  evidence  of 
partial  withdrawal  seizures. 

Quote  Unquote. 

It  is  universally  conceded  that  medical 
education  cannot  be  conducted  on  proper 
lines  at  a profit. 

Abraham  Flexner. 

Read  It  Over. 

While  this  man  is  able  to  answer  many 
questions  correctly,  he  is  very  good  on  facts. 

Some  Use  For  Emphysema. 

He  can  return  to  part-time  work  probably 
because  of  his  emphysema. 

J.D. 

O Yes. 

To  know  what  you  prefer,  instead  of  humbly 
saying  Amen  to  what  the  world  tells  you  you 
ought  to  prefer,  is  to  have  kept  your  soul 
alive. 

R.L.  Stevenson:  An  inland  voyage. 

F.C. 
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Picture 

Gallery 


NMA  1981  Annual  Session 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  Lloyd  N.  Kunkel. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  George  R.  Underwood. 


Doctor  Dale  W.  Ebers  presiding  at  Annual  Medi- 
cine and  Religion  Banquet. 


Doctor  Harry  W.  McFadden,  Jr.  presiding  at 
House  of  Delegates  Session. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  50-year 
certificate  to  Doctor  Willis  D.  Wright. 


Doctor  Harrell  F.  Beck  addressing  Annual  Medi- 
cine and  Religion  Banquet. 


Doctor  Russell  L.  Gorthey  addressing  House  of 
Delegates. 
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Mrs.  Betty  Hadley  addressing  House  of  Delegates. 


Doctor  Louis  J.  Gogela  presenting  Nebraska 
Medical  Foundation  Scholarship  to  Linda  Sue 
Snyder. 


Doctor  Louis  J.  Gogela  presenting  Nebraska 
Medical  Foundation  Scholarship  to  William 
Andrews. 


Mrs.  David  Little  presenting  AMA-ERF  check  to 
Doctor  Alastair  Connell. 


Doctor  William  Y.  Rial  addressing  House  of 
Delegates. 


Doctor  Louis  J.  Gogela  presenting  Nebraska 
Medical  Foundation  Scholarship  to  James  D. 
Bruckner. 


Mrs.  David  Little  presenting  AMA-ERF  check  to 
Father  James  Hoff,  S.J. 


Nebraska  Medical  Association  Past  President’s 
including  guest  Doctor  William  Y.  Rial. 
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Books 

Books  received: 

Guided  change  of  the  American  health  system;  by 

Pamela  Doty,  Ph.D.;  299  pages,  hard  cover  $22.95; 
published  1980  by  Human  Sciences  Press,  72  Fifth 
Avenue,  New  York,  N.Y.  10011. 


Coming  Meetings 


ANTIBIOTIC  REVIEW  - 1981,  Sheraton 
Washington  Hotel,  Washington,  D.C., 
August  10-11,  1981.  Contact:  Sandy  Mc- 
Millan, 67  Peachtree  Park  Dr.,  Suite  221-D, 
Atlanta,  GA  30309 

E.E.N.T.,  August  17-18,  1981,  Okoboji,  Iowa. 

CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Allergy  for  the  Clinician, 
September  10-11,  1981,  Omaha,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  September 
22,  1981  (time  to  be  announced),  Las  Vegas 
Hilton  Hotel,  Las  Vegas,  Nevada;  in  con- 
junction with  American  Academy  of  Family 
Physicians  meeting. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

49th  ANNUAL  POSTGRADUATE  AS- 
SEMBLY, Omaha  Mid-West  Clinical  Society 
October  26,  27  and  28,  1981,  The  Red  Lion 
Inn,  Omaha,  Nebraska.  For  information, 
contact:  Miss  Lorraine  E.  Seibel,  Executive 


Secretary,  Omaha  Mid-West  Clinical  So- 
ciety, 7363  Pacific  Street,  #210-A,  Omaha, 
Nebraska  68114. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 

DECEMBER  10-12, 1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AO  A.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St. 
Louis,  MO  63110  (314)  454-3873 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  1-4,  1982,  Omaha 
Marriott,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 
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In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Elston,  Harry  R.,  M.D.  — born  July  19,  1896, 
died  May  24,  1981,  University  of  Nebraska 
Medical  School,  graduated  1924,  practiced 
in  Omaha,  Nebraska,  NMA  and  AMA 
member. 


The 

Auxiliary 


Report  to  the  Nebraska  Medical 
Association,  House  of  Delegates 
by  Betty  Lou  (Mrs.  Clifford)  Hadley, 
Auxiliary  President  1980-1981 

Mr.  Speaker,  Officers,  and  Members  of  the 
House  of  Delegates: 

Thank  you  for  the  privilege  of  addressing 
this  body  as  president  of  the  Nebraska 
Medical  Association  Auxiliary. 

On  May  11,  1926,  in  Convention  at  Omaha’s 
Fontanelle  Hotel,  a resolution  was  passed 
“that  the  Nebraska  State  Medical  Association 
hereby  recognize  and  welcome  the  Women’s 
Auxiliary.”  With  a sense  of  history  I chose  as 
my  1980-1981  theme  “Fifty-five  and  Fit,”  thus 
incorporating  the  55  years  of  our  Auxiliary 
with  the  national  fitness  emphasis  of  the 
AMAA,  and  coincidentally  my  own  55th 
birthday. 

We  have  seen  a great  many  changes  through 
these  years.  In  1926  luncheon  was  $1.25  a 
plate;  today  our  brunch  will  cost  somewhat 
more.  And  we  have  seen  medicine  make 
innumerable  discoveries  in  this  past  half- 
century,  improving  the  health  and  quality  of 
life  for  all  people.  Along  with  those  changes, 
the  Auxiliary,  your  helping  hand,  has  moved  to 
promote  new  areas  of  health  education. 

At  fifty-five,  our  organization  is  not  “over 


the  hill,”  and  we  are  not  suffering  from  what  is 
called  Is  That  All  There  Is?.  This  year  our 
members  have  volunteered  hundreds  of  hours 
in  abuse  programs;  child  safety  plans,  aging, 
stress,  and  fitness  aids.  The  Mobile  Health 
Gallery  completed  its  pilot  trip,  visiting  22 
schools  in  4 counties,  and  reaching  1700 
children.  Auxilians  helped  the  driver-educator 
on  her  travels.  Our  national  AMAA  magazine, 
Facets,  recently  featured  this  Nebraska  pro- 
gram. 

Doctors,  we  are  grateful  to  you  for  giving  us 
the  opportunities  and  responsibilities  through 
which  our  medical  auxiliary  grows.  Thank  you. 

American  Medical  Association 
Auxiliary  Convention  Highlights 

Sunday  morning,  before  the  opening  of 
convention,  workshops  were  held  on  member- 
ship, AMA-ERF,  health  projects,  legislation, 
and  Resident  Physician/Medical  Student 
Spouse  Programs.  The  national  and  regional 
chairman  conducted  these  very  informative 
workshops.  A time  for  consultation  and  sharing 
of  ideas  was  scheduled  following  each  work- 
shop. 

The  Nebraska  Delegates  were  privileged  to 
attend  the  Opening  Ceremony  of  the  AMA 
Convention  at  the  Marriott  Hotel.  At  this  time, 
Mrs.  John  Vaughan,  National  Auxiliary  Presi- 
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dent  presented  a check  for  over  one  million 
dollars  as  the  Auxiliary  contribution  for  AMA- 
ERF  this  past  year.  At  5:30  p.m.  the  Auxiliary 
held  their  opening  ceremony  at  the  Drake 
Hotel.  Again  this  year,  the  state  presidents 
were  seated  on  the  platform  and  introduced  as 
their  delegation  was  recognized.  Keynote 
speaker  was  Senator  Paula  Hawkins,  (R.  Fla.) 
who  shared  her  experiences  as  a female 
senator,  and  her  views  on  health  legislation. 

This  was  the  second  year  for  the  Reference 
Committee  Structure.  Our  delegates  attended 
the  sessions  on  By-Laws,  Finance,  and  Mem- 
bership and  Health  Issues.  The  House  of 
Delegates  voted  on  the  reference  committee 
recommendations  during  one  of  the  business 
meetings. 

In  conjunction  with  the  AMA,  two  continu- 
ing education  programs  were  offered:  “Manag- 
ing 20th  Century  Stress,”  the  theme  for  the 
third  phase  of  the  Auxiliary’s  Shape  Up  for 
Life  campaign  was  discussed  by  Robert  E. 
Eliot,  M.D.,  director  of  the  University  of 
Nebraska  Medical  Center’s  Cardiovascular 
Center.  “The  History  of  the  Medical  Marriage” 
was  the  title  of  a symposium  given  by  Gordon 
H.  Deckert,  M.D.  and  Jane  Chew  Deckert, 
B.S.,  M.S.  from  Oklahoma.  Additional  speak- 
ers were  George  Will,  Contributing  Editor  for 
Newsweek  and  columnist  for  the  Washington 
Post,  who  spoke  on  “Medicine  for,  and  in,  the 

WashingtoNo  tes 

(Continued  from  page  16 A) 

if  there  is  to  be  a general  reduction  in  funds  for 
federal  programs  across  the  board,  health 
programs  should  shoulder  their  share  of  the 
cuts.” 

Taking  issue  with  the  curb  on  freedom  of 
choice,  however,  Dr.  Ackerman  said  “the 
individual  should  have  the  opportunity  to 
select  and  change  at  will  the  physicians  who 
serve  him,  or  be  permitted  to  choose  to  enroll 
in  prepaid  medical  care  organizations,  or 
choose  to  use  services  provided  by  a closed 
panel  or  group  practice.” 

“This  freedom  is  “fundamental,”  the  AMA 
official  declared. 

The  plight  of  the  poor  “would  be  even 
further  aggravated”  by  another  Administration 


Economy”  and  Dr.  James  Sammons,  Execu- 
tive Director  for  the  AMA,  who  spoke  in  the 
absence  of  Dr.  Robert  Hunter,  AMA  President 
who  was  ill  at  the  time  of  the  convention. 

Mrs.  Clifford  Hadley,  Immediate  Past  Presi- 
dent for  Nebraska,  reported  on  the  Auxiliary’s 
state  wide  accomplishments  during  the  past 
year.  Her  report  was  very  entertaining  and  well 
received  by  the  delegates. 

The  convention  closed  with  the  installation 
of  officers.  Following  the  ceremony,  the  in- 
augural address  was  given  by  Mrs.  Harry 
Dvorsky  (Isobel)  of  California.  She  spoke  of 
the  AMA  Auxiliary  as  a “growing,  changing, 
vital  force  for  volunteer  action.”  She  chal- 
lenged us  to  “realize  our  potential  for  great- 
ness — to  unite  the  organization  into  one  vital 
force  — not  three  separate  entities:  the  county, 
state  and  national  auxiliary.  It  is  time  for  us  to 
think  AMA  Auxiliary  — for  that  is  what  we 
are!  Our  organization  is  one  of  volunteers  in  a 
world  very  much  in  need  of  our  time,  talents 
and  expertise.  80,000  members  working  to- 
gether can  move  mountains.” 

We  were  pleased  to  have  Dorothy  Olson  of 
Omaha,  from  the  AMA  Auxiliary  Board  of 
Directors  elected  to  serve  on  the  Nominating 
Committee  for  the  1981-82  year. 

Mrs.  L.  Palmer  Johnson 
President,  NMA  Auxiliary 


proposal  to  eliminate  current  reimbursement 
requirements  in  the  Medicaid  law,  Dr.  Acker- 
man said.  If  Medicaid  beneficiaries  should 
remain  eligible  for  quality  care,  “then  it  is 
important  for  all  providers  to  receive  reason- 
able reimbursement,”  Dr.  Ackerman  said. 

Dr.  Ackerman  noted  that  the  AMA  in 
supporting  a Medicaid  cap  has  not  suggested 
any  particular  figure.  He  expressed  concern 
about  the  Senate  Finance  Committee’s  de- 
cision to  lower  the  federal  minimum  matching 
percentages  from  50  percent  to  40  percent. 
This  proposal  would  primarily  hit  12  states 
and  the  District  of  Columbia.  “The  AMA 
believes  that  reductions  should  be  sought 
which  treat  all  states  in  a fair  and  equitable 
manner,”  he  said.  “We  believe  that  no  state 
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should  be  required  to  suffer  cuts  dispro- 
portionate to  other  states.” 

Achieving  economies  in  Medicaid  won’t  be 
easy,  but  states  should  be  able  to  maintain 
essential  services  through  greater  efficiencies 
in  administration  and  by  elimination  of  fraud 
and  abuse  through  vigorous  enforcement  of  the 
law  and  judicious  cutbacks  where  eligibility 
has  become  over-extended,”  Dr.  Ackerman 
said. 

Advertising. 

The  question  of  whether  the  federal  govern- 
ment has  the  right  to  forbid  professional 
associations  such  as  the  AMA  from  enforcing 
ethical  restrictions  against  advertising  will  be 
decided  by  the  Supreme  Court. 

In  a brief  order,  the  Court  agreed  to  hear  the 
AMA’s  appeal  from  the  1979  FTC  ruling  that 
barred  the  AMA  from  involving  itself  in 
physician  advertising  unless  the  advertising 
would  be  “false  or  deceptive”  as  defined  by  the 
FTC.  After  an  Appeals  Court  by  a 2-1  vote 
upheld  the  FTC  last  October,  the  AMA  went 
to  the  Supreme  Court,  declaring  the  case  is  of 
“enormous  importance”  because  it  allows  the 
government  to  “prevent  professionals  who 
have  voluntarily  associated  together  from 
taking  a position  against  promotional  practices 
which  they  believe  to  be  deceptive.” 

As  is  customary,  the  high  court  gave  no 
explanation  for  accepting  the  case  for  review. 
A hearing  will  be  held  this  fall,  following  the 
summer  recess.  A decision  won’t  be  issued 
until  later,  probably  next  year. 

The  AMA  said  that  if  the  FTC  is  upheld  “the 
real  loser  will  be  the  public,  often  the  poor  or 
unsophisticated,  who  are  drawn  to  incompe- 
tent practitioners  by  the  meaningless  testi- 
monials, inflated  promises,  non-verifiable 
claims  of  superiority  and  outright  lies  that  the 
AMA’s  1976  statement  (on  advertising  and 
solicitation)  had  condemned.” 

The  Supreme  Court  was  asked  to  hear  the 
case  “before  responsible  medical  societies  . . . 
simply  abdicate  the  field  to  a government 
agency  (FTC)  which  itself  acknowledges  that  it 
is  incapable  of  drafting  precise  guidelines.” 

Joining  the  AMA  in  the  appeal  where  the 
Connecticut  State  Medical  Society  and  the 
New  Haven  County  Medical  Assn.,  both  of 


which  were  named  in  the  FTC’s  original  1975 
complaint.  The  American  Dental  Assn,  sup- 
ported the  AMA  position  and  has  agreed  to 
abide  by  rules  similar  to  those  set  out  for  the 
AMA. 

The  FTC. 

The  Federal  Trade  Commission  has  been 
challenged  from  another  quarter.  Legislation 
has  been  introduced  in  Congress  to  impose  a 
moratorium  on  the  FTC’s  moves  against  state- 
regulated  professions,  including  the  medical 
profession. 

Rep.  Thomas  Luken  (D-Ohio)  has  told  the 
House  that  “one  of  the  most  questionable  and 
controversial  areas  of  expansion  by  the  FTC  in 
recent  years  has  been  its  involvement  in 
activities  of  state  regulated  professions.”  He 
continued:  “Even  though  it  has  never  been 
given  express  authority  by  Congress  to  do  so,  it 
has  increasingly  sought  to  usurp  state  respon- 
sibility, override  state  laws,  and  preempt  state 
regulation  of  state  regulated  professions.” 

Luken  said  his  bill  would  impose  a mora- 
torium on  FTC  action  in  the  area  until 
Congress  determines  what  appropriate  role,  if 
any,  the  Commission  should  have  with  respect 
to  state  regulated  professions. 

Introduction  of  the  legislation  by  Rep. 
Luken  and  Rep.  Gary  Lee  (R-N.Y.)  came 
shortly  after  word  came  from  the  FTC  that  it  is 
preparing  to  release  a lengthy  study  on  the 
influence  of  professional  health  associations  in 
planning,  peer  review,  and  rate-setting.  A few 
days  later,  the  Supreme  Court  announced  its 
decision  to  hear  the  AMA  versus  FTC 
advertising  ethics  case. 

Health  planning. 

The  Supreme  Court  has  pulled  some  of  the 
teeth  from  the  federal  health  planning  law, 
ruling  that  it  did  not  provide  blanket  antitrust 
immunity  of  the  sort  that  would  allow  insurors 
to  blackball  hospitals  that  flout  the  planning 
program. 

By  a unanimous  vote,  the  Supreme  Court 
held  that  Blue  Cross  was  not  justified  in 
boycotting  a Kansas  City,  Mo.,  hospital  — 
National  Gerimedical  Hospital  and  Geron- 
tology Center  — because  the  hospital’s  con- 
struction was  not  approved  by  the  local 
(Continued  on  page  24A) 
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ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm  H Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg..  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 

Nebraska  Academy  of  Ophthalmology 

John  T.  Ramsell,  M.D..  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology' 

F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W Edwards,  D.D.S.,  Secretary 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
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Nebraska  Dietetic  Association 

Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D..  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick.  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

W.  Benton  Copple,  M.D.,  President 
6801  No.  72nd  St.,  Omaha  68122 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor  for  Neb. 

Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “O"  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209-West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  corner,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  anH  in 
all  correspondence. 

Letters-to-the- Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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•Data  on  file  ParKe-Davis  Marketing  Research  Dept. 

•*  Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd., 
September  1980. 
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TUCKS*  Pre-Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  imtabon.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforhng  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC*  SUPPOSITORIES 

Hemonhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOLHC'  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate,  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%:  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  bssues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hiembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery 
Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol*  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  imtabon  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults;  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Ho#  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9  -86  T (IS -30°C). 
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(Continued  from  page  21  A) 

planning  agency  on  grounds  the  area  had 
sufficient  hospital  beds. 

Most  state  planning  laws  now  require  a 
certificate-of-need  for  such  construction  from 
the  planning  agencies,  but  in  1976  the 
Missouri  planning  agency  — Mid-America  — 
only  advised  against  construction.  The  ad- 
visory nature  of  the  planning  agency’s  objec- 
tion was  stressed  in  the  high  court  opinion. 

Justice  Lewis  Powell  said  the  action  chal- 
lenged in  court  was  neither  compelled  nor 
approved  by  any  governmental  regulatory 
body.  Instead,  it  was  a spontaneous  response 
to  the  finding  of  only  an  advisory  planning 
body,  he  said. 

The  court  said  that  there  is  no  reason  to 
believe  that  Congress  specifically  contem- 
plated enforcement  of  advisory  decisions  of  a 
Health  Systems  Agency  by  private  insurance 
providers. 

Prevention. 

The  Administration  is  exploring  ways  such 
as  tax  incentives  to  encourage  employers  to 
offer  worksite  prevention  programs,  Health 
and  Human  Services  (HHS)  Secretary  Richard 
Schweiker  has  disclosed. 

“If  effective,  this,  in  turn,  would  stimulate 
insurors  and  providers  to  offer  preventive 
programs,”  he  told  a meeting  on  alcohol,  drug 
abuse  and  mental  health  problems. 

Schweiker  said  employer  programs  pay 
dividends  in  terms  of  increased  production, 
noting  that  alcohol  abuse  is  estimated  to  cost 
$12.5  billion  a year  in  lost  productivity. 

A health  strategy  “with  prevention  at  its 
core  offers  us  ways  to  foster  health  with  a 
minimum  of  federal  involvement  and  personal 
expense,”  the  HHS  Secretary  declared. 

A preventive  measure  that  “can  promote  the 
health  of  millions  of  Americans”  at  little  cost 
would  be  mandatory  sodium  labelling  for  all 
processed  foods,  the  AMA  has  told  Schweiker. 

The  AMA  wrote  Schweiker  that  food  com- 
panies “have  an  obligation  to  at  least  let  the 
public  know  how  much  sodium  their  products 
contain.  There  is  no  excuse  for  denying  this 
basic,  but  vital,  information.  Without  it, 
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individuals  cannot  act  to  protect  their  own 
health.” 

Noting  that  excess  sodium  clearly  aggra- 
vates high  blood  pressure  in  those  who  already 
have  the  disease,  the  AMA  said  mandatory 
sodium  labelling  “would  generate  very  little 
expense  to  either  government  or  the  food 
industry.” 

PSRO. 

Forty-six  Professional  Standards  Review 
Organizations  (PSORs)  have  been  marked  for 
termination  within  90  days. 

The  Health  Care  Financing  Administration 
(HCFA)  said  the  closing  notices  were  sent 
“due  to  the  severely  reduced  budget  which 
Congress  finalized  last  week.”  Some  $28 
million  was  chopped  from  the  $174  million 
allotment  for  the  PSRO  program. 

The  PSROs  threatened  with  an  abrupt  cut- 
off of  federal  funds  may  appeal  the  decision  at 
hearings  beginning  in  mid-July. 

The  Reagan  Administration  has  proposed 
phasing-out  of  the  PSRO  program  over  the 
next  few  years. 
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Physicians'  Classified 

EMERGENCY  MEDICINE  — WEST 
CENTRAL  NEBRASKA:  Directorship  and  clinical 
positions  available  in  moderate  volume  emergency 
department.  Excellent  guaranteed  income  plus 
additional  stipend  for  Director’s  duties.  Pro- 
fessional liability  insurance  provided;  flexible 
scheduling  with  no  on-call  responsibilities.  For 
details,  forward  credentials  in  complete  confidence 
to  William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  Colorado 
80903;  or  call  toll-free  1-800-525-3681  (in  Colorado 
State  call  collect  303-471-4981). 

KANSAS  - EMERGENCY  MEDICINE  OP- 
PORTLINITIES:  Clinical  positions  available 

throughout  Kansas.  Situations  range  from  mod- 
erate to  high  patient  volumes.  Excellent  compen- 
sation, plus  paid  professional  liability  insurance. 
Flexible  scheduling  without  on-call  involvement. 
For  details,  send  credentials  in  confidence  to 
William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  CO  80903. 
For  immediate  consideration  call  toll-free  1-800- 
525-3681  (within  Colorado  state  call  collect  303- 
471-4981). 

COMPHEALTH  — Locum  Tenens  — Physicians 
covering  physicians,  nationwide,  all  specialties.  We 
provide  cost  effective  quality  care.  Call  us  day  or 
night.  T.  C.  Kolff,  M.D.,  President,  CompHealth, 
175  W.  200  S.,  Salt  Lake  City,  Utah  84101,  (801) 
532-1200. 


EMERGENCY  MEDICINE  OPPORTUNITIES 
AVAILABLE:  Positions  available  for  career- 
oriented  emergency  physicians  in  this  moderate 
volume  emergency  department  located  in  the 
central  portion  of  Nebraska.  Excellent  guaranteed 
income,  paid  professional  liability  insurance,  flex- 
ible scheduling  with  no  on-call  involvement  to  be 
awarded  to  physicians  chosen.  For  details  send 
credentials  in  complete  confidence  to  William 
Salmo,  Chase  Stone  Center,  Holly  Sugar  Building, 
Suite  1070,  Colorado  Springs,  Colorado  80903;  or 
call  toll-free  1-800-525-3681  (in  Colorado  state  call 
collect  303-471-4981). 

GENERAL  OR  FAMILY  PRACTICE  OP- 
PORTUNITY: Office  space  available  for  associate 
in  general  or  family  practice.  Contact  Perry  T. 
Williams,  M.D.,  9015  Arbor,  Omaha,  Nebraska 
68124.  Phone  402-391-6623. 

FAMILY  PRACTICE:  Available  September, 
1981.  Medical  office,  records  and  equipment.  City 
of  1,800  with  22-bed  hospital,  100-bed  nursing 
home  and  76  beds  for  mentally  retarded.  Prosper- 
ous farming  community  with  cheese  factory  and 
irrigation  equipment  factory.  Join  the  return  to 
pressureless  living!  L.  G.  Bunting,  M.D.,  Hebron, 
Nebraska  68370,  (402)  768-6023. 

FOR  SALE  — For  the  nostalgic  decor  ...  2 
quality,  vintage  examining  tables,  1 EKG  table. 
Excellent  condition.  Collectors  will  be  interested. 
Also  miscellaneous  office  equipment.  Contact  Dr. 
Barrv  L.  Kricsfeld,  201  Ridge  St.  Suite  300,  Council 
Bluffs,  Iowa  51501  (712)  322-5532. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 

Bactrim  is  useful  for  |V 1 1 Kiri* 
the  following  infec-  ^ R ill  1^ 

!o susceptible6  its  usefulness  in 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


antimicrobial 


there 


W 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacler,  Proteus  mirabills,  Proteus  vulgaris,  Proteus  morganii.  it  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampicillin-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  tlexneri  and  Shigella  sonnet 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients 

Pregnancy  Teratogenic  Effects;  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia.  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  lor  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days, 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 


Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 
Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


in  recurrent  urinary  tract  infections 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 
library 

q 1061 


1.  Rubin  RH.  Swartz  MN:  W Engl  J Med  303.426-432,  Aug  21,  1980.  2.  Data  on  file 
Medical  Department.  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.D. 


k academy 

sdicine 


convenience 


•due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 


The ^ Nebraska 

Medical 

Journal 


<m  •— 112 

zmcomm 

-*  T>  73  JC 


-'-I-I70.  < 
^73  < O 

0^1-  I -< O 


O 73 


ojm 


AJ  73  j> 


o>~,n 


ot> 


~ Ih(T1 


O 


> -< 


\\ 


um 


-in 


September,  1981 


Feelings  vs 

Some  people  feel  that  I am  misused  and  overused 
and  that  Fm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “ weak,  ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
oum  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 


facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they’ve  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No , 1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam / Roche)  (jv  , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product 
intormation,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctive- 
ly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology;  spasticity  caused  by  upper  motor  neuron 
disorders;  athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  Increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  |aundlce,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to 
10  mg  b i d to  q i d alcoholism,  10  mg  t i d or  q i d 
in  first  24  hours,  then  5 mg  t.i.d.  or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d, 
or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d Geriatric  or  debilitated  patients:  2 to 
2>/2  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions  ) Children  1 to  2'/2  mg 
t.i  d.  or  q i d.  initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  6 months). 

Supplied:  Valium*  (diazepam/Roche)  Tablets.  2 mg. 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dosef 
packages  of  100.  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10.  Prescription  Paks  of  50,  available  in  trays  of  10 


\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc 
, A-  Nutley,  New  Jersey  07110 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  [8%  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  anH  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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up  the 
practice 
you  want. 


in  the  area 
you  want. 


it's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast;  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

At  National  Medical  Enterprises,  we  ll  help 
you  establish  a comfortable  and  successful 
Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

So  whether  you're  interested  in  a solo, 
partnership,  or  a group  practice,  you  should 
contact  NME. 

We  re  the  experts. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshlre  Blvd.,  Los  Angeles,  California  90025. 

call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 
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Was  h i ngtoNo  tes 

Congress. 

After  a frantic  burst  of  activity,  Congress  has 
settled  the  budget  reconciliation  bill,  voted  on 
tax  cuts,  and  departed  for  a month-long 
vacation  with  much  of  the  legislative  work  for 
the  session  behind  it. 

Medicaid  will  not  be  cut  as  deeply  as  the 
Administration  wished  and  the  block  grant 
proposal  was  softened  considerably  under  the 
budget  compromise  agreed  to  by  the  House- 
Senate  conferees. 

The  Administration  was  delighted  with  the 
overall  budget  reconciliation  compromise  that 
pared  spending  next  fiscal  year  by  $37  billion, 
but  the  Administration  was  forced  to  retreat 
on  the  two  key  health  items  — Medicaid  and 
block  grants  — that  had  threatened  to  stall  the 
huge  conference  negotiations  on  the  House 
and  Senate  budget  bills. 

The  flat,  five  percent  cap  that  the  Adminis- 
tration wanted  to  impose  on  increased  federal 
outlays  for  Medicaid  next  year  was  thrown  out. 
The  Senate  had  voted  a nine  percent  cap,  but 
the  House  had  approved  a formula  decreasing 
federal  payments  over  the  next  three  years  by 
three  percent,  two  percent  and  one  percent. 

The  conference  compromise  reduced  pro- 
jected costs  by  three  percent,  four  percent  the 
following  fiscal  year,  and  4.5  percent  the  next 
year.  Savings  are  estimated  to  be  about  $1 
billion  a year,  about  what  the  Administration 
sought. 

A controversial  Senate  plan  to  drop  the 
minimum  federal  contribution  to  states  to  40 
percent  from  the  present  50  percent  was  a 
casualty  of  the  conference.  A dozen  larger 
states  would  have  been  especially  hard  hit. 

State  fears  about  the  impact  of  the  Adminis- 
tration’s Medicaid  cap  were  a major  reason 
House  Republicans  decided  not  to  fight  earlier 
on  the  House  floor  for  a health  budget  package 
following  the  Administration’s  recommenda- 
tions. Instead,  more  liberal  health  provisions 
backed  by  the  House  Democratic  leadership 
were  adopted  without  resistance  in  order  to 
assure  House  passage  of  the  rest  of  the 


(Continued  on  page  10A) 


for  Knotts  in  the  night 

Prescribe  new  formula 


Quinamm 

(quinine  sulfate  tablets) 

each  tablet  contains  quinine  sulfate  260  mg 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime . . . can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


‘Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc  . 
Cayey,  Puerto  Rico  00633 


Quinamm' 

(quinine  sulfate  tablets) 

CAUTION  federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  lo  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) for  attempted  abortion  In  about 
hall  ol  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral defects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
m rabbits  and  guinea  pigs  and  were  absent  in  mice.  rats.  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  It  this 
drug  is  used  during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content.  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
qumme  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  blackwater  lever 
WARNINGS 

Repealed  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  ol  symptoms  referred  to  as  cinchomsm  Such  symptoms,  in  the  mildest 
form,  include  ringing  in  the  ears,  headache,  nausea,  and  slightly  disturbed 
vision  however,  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-PD  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

It  symptoms  occur,  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  OVERDOSAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus,  skin  rashes,  fever 
gastric  distress,  dyspnea,  ringing  in  the  ears,  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  if  only  small  doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  quinidme  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  of  digoxm  and  digitoxm  have  been  demonstrated  in 
individuals  after  concomitant  quinidme  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine  it  is  recommended  that  plasma  levels  for  digoxm 
and  digitoxm  be  determined  tor  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombmemic  effect  may  enhance  the  action  of  warlarin  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium  suc- 
cmylcholme  and  tubocuranne)  may  be  potentiated  with  quinine  and  result  in 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  lor  toxicity 
Drug  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  17-ketogenic  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis.  Mutagenesis  Impairment  of  Fertility 
A study  of  quinine  sulfate  administered  in  drinking  water  (0  1°o)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  ol  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochlonde)  in  male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intrapentoneal  iniections  (0  5 mM 
kg  ) were  given  twice  24  hours  apart  Direct  Salmonella  typhimurium  tests 
were  negative,  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  eflect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratoqenic  Effects 

Because  quinine  crosses  the  placenta  in  humans  the  potential  lor  fetal  etlects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursmo  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cm- 
chomsm  or  hypersensitivity ) 

Hematologic  acute  hemolysis,  thrombocytopenic  purpura  agranulocytosis 
hypoprothrombmemia 

CNS  visual  disturbances,  including  blurred  vision  with  scotomata  photophobia 
diplopia  diminished  visual  fields  and  disturbed  color  vision  tinnitus  deafness 
and  vertigo  headache  nausea  vomiting  fever  apprehension  restlessness 
confusion  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial  the  most  frequent  type  ol 
allergic  reaction  papular  or  scarlatinal),  pruritus  flushing  of  the  skin  sweating 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-related)  epigastric  pain 

DRUG  ABUSE  AND  DEPENDENCE 

Tolerance  abuse  or  dependence  with  Quinamm  has  not  been  reported 

0VER00SAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

OOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  It  needed  2 tablets  may  be  taken  nightly—  1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
is  needed 

Product  Information  as  of  October  1980 
Licensor  of  Merrell' 

MERRELL  NATIONAL  LABORATORIES  Inc 
Cayey  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 

Merrell 


MERRELL  DOW  PHARMACEUTICALS  INC 
Subsidiary  of  The  Dow  Chemical  Company 
Cincinnati,  OH  45215.  U S A 


1-8137  ( Y437CIMNQ-699 


works  well  in  your  office . . . 

NEOSPORIN Ointment 

(polymyxin  B-bacitmcin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 
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works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topica 
infections,  and  treats  those  tha 
have  already  started 


• It  contain.1 
three  antibiotics 
that  an  1 
rarely  usee  ; 
systemically 

I at 

• It  is  convenient  tel  pi 
recommend  without  a 
prescription 

si 
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NEOSPORIN  Ointment— for  the  office,  for  the  home.  p 

(polymyxin  B-bacitracin- neomycin)  j 

Effective  • Economical  • Convenient  • Recommendable 
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Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  Is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica 
tion.  Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepai 
tions.  prolonged  use  may  result  in  overgrowth  of  no  , 
susceptible  organisms,  including  fungi.  Approprta 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  u 
common  cutaneous  sensitizer.  Articles  in  the  curre 
literature  indicate  an  increase  in  the  prevalence  I 
persons  allergic  to  neomycin.  Ototoxicity  and  nephr 
toxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profe 
sional  Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

'Th  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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International  Diamond  Corporation’s 
Diamond  Success  Story  — 

Over  $10  Million  Dollars  of 
Payments  to  Investors 


IDC  is  the  nation’s  largest  diamond  investment 
supplier.  In  1980  IDC  commissioned  certified  public 
accountants  to  audit  over  $10  million  of  diamond 
payments  to  past  successful  investors.  Small  and 
large  accounts  achieved  returns  that  were  equal  or 
superior  to  any  alternative  hard  asset  choice. 

While  we  cannot  guarantee  that  past  returns  will 
repeat  themselves,  the  IDC  audit  presents  conclusive 
evidence  of  past  investor  profits.  IDC  wants  you  to 
participate  in  our  next  $10  million  of  success.  Call  us 
and  learn  how  you  can  enjoy  “diamond  banking” 
through  IDC.  A community  diamond  representative 
in  your  area  is  waiting  for  your  call  and  to  be  of 
service.  Send  in  this  coupon  today  to  learn  how  you 
can  benefit  from  diamond  investment. 


Yes,  I want  a local  IDC  Diamond  Account  Represen- 
tative to  schedule  a no-obligation  educational  pre- 
sentation on  diamond  investment  opportunities  for 
my  benefit  in  the  near  future. 


Name 

Address 

City 

l ) 

Slate 

ZIP 

Phone 


Return  to:  International  Diamond  Corporation 
5625  “O”  Street,  Suite  14 
Lincoln,  Nebraska  68510 


— 

/ 

A 

^ — 

International  Diamond  Corporation,  Nebraska  State  Headquarters 

5625  “O”  Street,  Suite  14,  Lincoln,  Nebraska  68510 
402/489-5388 

HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Vv  /m?{  r. 

A great  way  ot  life. 


Modern  medical  practice  has  become  a com 
plex  and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less,  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 

Contact  (call  collect):  Capt.  Archie  Summerlin 
116  South  42nd  Street,  Omaha,  Ne 
(402)  221-4319 

AIR  FORCE  HEALTH  CARE  AT  ITS  BEST 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


WashingtoNotes 

(Continued  from  page  6A) 

Republican  budget  substitute  that  was  a 
triumph  for  the  Administration. 

Sen.  Orrin  Hatch  (R-Ut),  Chairman  of  the 
Senate  Labor  and  Human  Resources  Commit- 
tee, made  a determined  fight  to  hold  the  line 
on  the  Administration’s  plan  to  put  26 
categorical  health  programs  into  block  grants 
to  the  states. 

With  his  back  against  the  wall  and  House 
conferees  not  budging,  Hatch  finally  took  the 
unusual  step  of  asking  the  White  House  to 
endorse  any  concessions  he  might  have  to 
make.  The  clearance  was  granted  and  the 
impasse  over  block  grants  was  broken. 

The  Administration  had  proposed  to  break 
the  26  programs  that  cost  some  $4  billion  a 
year  into  two  block  grants,  giving  the  states  a 
free  latitude  to  spend  their  allotments  within 
the  blocks. 

The  compromise  calls  for  three  block  grants 
and  for  continued  attachment  of  certain 
federal  strings  on  all  programs  involved.  The 

(Continued  on  page  16A) 
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Claims  don't  pile  up  with  MPS 


Now  your  office  can  reduce  all  of  your  Blue  Cross/Blue  Shield  claims 
to  a diskette  with  the  Medical  Processing  System.  Just  mail  the  diskette 
and  avoid  all  of  the  paperwork.  And  payment  is  guaranteed  in  72  hours. 

An  MPS  exclusive. 

We  can  also  save  your  staff  as  much  as  80%  of  the  time  they  are 
presently  spending  processing  other  claims. 

Another  feature  of  the  Medical  Processing  System  keeps  track  of  all 
your  hospital  patients.  You  get  a day-to-day  worksheet  listing  all  of  your 

hospital  patients  in  room  number  order.  MPS  also  produces  a daily  hospital  transaction  register  and  discharge 
report.  Charges  are  processed  when  the  patient  is  discharged  — not  a week  or  two  later. 

MPS  is  an  in-house  computer  system  that  uses  the  IBM  Series/1  computer.  Patient  information  never 
leaves  your  office  so  you  are  not  dependent  on  the  mail,  telephone  company  or  any  other  third  party  to  help 
manage  your  practice. 

You  don't  need  a special  data  processing  staff  to  put  MPS  to  work  for  you.  Our  professionals  can  train 
your  present  staff.  After  training  is  completed,  we  are  only  a telephone  call  away  if  a problem  should  arise.  We 
can  go  right  to  the  heart  of  the  problem  through  the  telephone  line  just  like  we  were  in  your  office. 

For  more  information  on  how  you  can  put  MPS  to  work  for  you,  call  or  write: 


PROFESSIONAL  „ 


HORIZONS 


PROVIDING  COMPUTER  SYSTEMS  FOR  THE  PROFESSIONAL  OFFICE 
P 0.  BOX  362  _ 

HASTINGS,  NEBRASKA  68901  • TELEPHONE  (402)  463-771  7 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha President 

Allan  C.  Landers,  M.D.,  Scottsbluff President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

WTilliam  L.  Schellpeper,  Lincoln Assistant  Executive  Director 

BOARD  OF  DIRECTORS 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D..  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha.  Delegate  to  the  North 
Central  Medical  Conference  — Dwaine  J.  Peetz, 
M.D.,  Neligh 

SCIENTIFIC  SESSIONS  COMMITTEE 


Carlyle  E.  Wilson,  Jr.,  M.D.,  Chm Omaha 

Allan  C.  Landers,  M.D.,  Vice-Chm Scottsbluff 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Ex-Officio: 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMISSION  ON  ASSOCIATION  AFFAIRS 


Dwaine  J.  Peetz,  M.D.,  Chm Neligh 

John  D.  Coe,  M.D Omaha 

Richard  D.  Gentry,  M.D Blair 

Jon  J.  Hinrichs,  M.D Lincoln 

Joseph  M.  Holthaus,  M.D Omaha 

Edward  M.  Malashock,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Bowen  E.  Taylor,  M.D Lincoln 

Richard  L.  Tollefson,  M.D Wausa 


Robert  M.  Stryker,  M.D.,  Chm Omaha 

Richard  A.  Cottingham,  M.D McCook 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

John  C.  Sage,  M.D Omaha 

Chester  Q.  Thompson,  Jr.,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

Eugene  M.  Zweiback,  M.D Omaha 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 


LIAISON  SUB-COMMITTEE  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 


Joseph  C.  Scott,  M.D.,  Chm Omaha 

William  Doering,  M.D Franklin 

Daniel  S.  Durrie,  M.D Omaha 

Michael  Haller,  M.D Omaha 

Bernard  Kratochvil,  M.D Omaha 

David  C.  McMaster,  M.D Auburn 

R.  C.  Rosenlof,  M.D Kearney 

Joseph  E.  Stitcher,  M.D Lincoln 


COMMISSION  ON  CLINICAL  MEDICINE 


Robert  M.  Stryker,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

James  S.  Carson,  M.D McCook 

Patrick  E.  Clare,  M.D Lincoln 

Francis  D.  Donahue,  M.D Omaha 

Dean  McGee,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 


AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 


Patrick  E.  Clare,  M.D.,  Chm Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  W’agner,  A.T.C Omaha 


AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 


Dean  A.  McGee,  M.D.,  Chm Omaha 
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PAIN  AND  TENSIO 

Double  fault  for 
weekend  warriors  Jill 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

■INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  ot  Sciences-  National  Research 
Council  and  or  other  information  FDA  has  classified 
the  indications  as  follows 

"Possibly-'  effective  for  the  treatment  ot  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-eflective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  four  months  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit 
uation  to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulled  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered.  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug  s higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS  Should  drowsiness,  ataxia,  or  visual  distur 
bance  occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow.  CNS  stimulants,  eg  caffeine  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses.  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness. with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion, watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981,  Wyeth  Laboratories 
All  rights  reserved 

'This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 

Wyeth  Laboratories 

A A Philadelphia,  PA  19101 


for  mild  to  moderate  pain 


Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients ta<mg  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts  as  well  as 
misuse  of  tranquilizers  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
isee  Management  of  Overdosage 
DRUG  DEPENDENCE  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liab'lity  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS  Propoxy 
phene  may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness  sedation  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation  ab- 
dominal pam.  skin  rashes  light-headedness  head- 
ache weakness  euphoria  dysphoria  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene m doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS  Propoxyphene  m comt  - 
nation  with  alcohol  tranquilizers,  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings 
Confusion  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  ja  decrease 
m respiratory  rate  and  or  tidal  volume  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  m most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea  vomiting  anorexia,  and 
abdominal  pam  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin in  case  of  serious  hepatotoxicity.  jaundice  co- 
agulation defects  hypoglycemia,  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis  and  myocardiopathy,  have  also  been 
reported 

ingestion  of  10  grams  or  more  of  acetammoDhen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I v .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patients 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastnc 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  m poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective m removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  agamst 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme  which  may 
cause  anorexia,  nausea  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 
sizes 


Pediatric  Drops 


Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 
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Wanted:  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians.  For 
such  physicians,  we  offer  a practice  that  is 
practically  perfect,  where  in  almost  no  time  you 
experience  a spectrum  of  cases  some  physicians 
do  not  encounter  in  a lifetime,  where  you 
prescribe,  not  the  least  care,  nor  the  most 
defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine  is  the 
perfect  setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-ranging  oppor- 
tunities for  the  student,  the  resident,  and  the 


practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army  resi- 
dents generally  receive  higher  compensation 
and  greater  responsibility  than  do  their  civilian 
counterparts  and  score  higher  on  specialty 
examinations. 

Army  Medicine  offers  an  attractive  alternative 
to  civilian  practice.  As  an  Army  Officer,  you 
receive  substantial  compensation,  extensive 
annual  paid  vacation,  a remarkable  retirement 
plan,  and  the  freedom  to  practice  without 
endless  insurance  forms,  malpractice  pre- 
miums, and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s  practically  all  medicine. 
Phone:  913-684-4898  (Call  Collect) 

An  Equal  Opportunity  Employer 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK.  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


WashingtoNotes 

(Continued  from  page  10A) 

three  blocks  cover  preventive  health,  health 
services  and  primary  care. 

The  controversial  family  planning  program 
would  remain  as  a categorical  program  for 
three  years  during  which  time  Health  and 
Human  Services  (HHS)  Secretary  Richard 
Schweiker  would  make  a study  of  the  program. 

The  preventive  health  block  grant  would 
include  home  health  programs,  rodent  control, 
fluoridation,  health  education,  hypertension, 
emergency  medical  services,  rape  crisis  cen- 
ters and  health  incentive  programs. 

The  health  service  block  combines  mental 
health,  and  alcohol  and  drug  abuse  prevention. 

The  primary  care  block  grant  primarily 
covers  community  health  centers. 

Programs  excluded  from  block  grants  in- 
clude, in  addition  to  family  planning,  venereal 
disease  control,  child  immunization,  tuber- 
culosis control  and  migrant  health  programs. 

However,  two  of  the  three  block  grants  that 

(Continued  on  page  230) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D.,  F.A.C.P.,  Governor 
Box  81009.  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 


Nebraska  Dental  Asspciation 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

W.  Benton  Copple,  M.D.,  President 
6801  No.  72nd  St.,  Omaha  68122 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  "0”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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arthritis 

roven  power  of 

Motrin 

ibuprofen,  Upjohn 

600  mg  Tablets 

One  tablet  t.i.d. 

Please  see  the  following  page  for  a brief  summary  of  prescribing  information. 


ms. 


)81  The  Upjohn  Company 


the  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


Motrin’  Tablets (ibuprofen.  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it.  or  with  the  syndrome  of  nasal 
polyps,  angioedema.  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has 
not  been  established  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin 

Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  Motrin  safety  in  patients  with  chronic  renal  failure  have 
not  been  done  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarm 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  Than  7%  (but  less  than  3%)  -Probable  Causal  Relationship 
Gastrointestinal:  Nausea:  epigastric  pamf  heartburn:  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence);  Central  Nervous  System:  Dizziness:  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapulartype),  pruritus;  Special  Senses:  Tin- 
nitus; Metabolic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation;  see  PRECAUTIONS). 

Incidence  Less  Than  r/o-Probable  Causal  Relationship" 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS),  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia.  decreases  in  hemoglobin  and  hematocrit  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS):  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  1°/o-Causal  Relationship  Unknown" 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e  g . epistaxis.  menorrhagia)  Metabolic/Endocrine:  Gyne- 
comastia. hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia);  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schonlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

"’Reactions  are  classified  under  "Probable  Causal  Relationship"  (PCR)  if  there  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under  “ Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met 
Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease  Sug- 
gested dosage  is  300, 400,  or  600  mg  t.i.d.  or  q.i.d.  Mild  to  moderate  pain:  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CH5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg.  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium5  (chlordiazepoxide  FICl/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp 
toms  (including  convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazmes  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  ho  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
FICI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment  but  also  occasionally  observed  at  lower  dosage 
ranges  Byncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEC  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide  FICI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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of  Irritable  Bowel  Syndrome* 
and  Peptic  Ulcer* 


Libra*... the  only  G.I.  medication  that 
provides  the  action  of  Librium® 
(chlordiazepoxide  MCI)  to  relieve  the 
accompanying  anxiety  found  in  some 
patients,  plus  the  action  of  Quarzan® 
(didinium  bromide)  to  reduce  colonic 
spasm  and  gastric  hypersecretion. 


Each  capsule  contains  5 mg  chlordlazepoxide  hCI 
and  2.5  mg  clidinium  Br. 

Antianxiety/ Antisecretory/ 
Antispasmodc 


•Llbrax  has  been  evaluated  as  possibly  effective 
for  these  indications.  Please  see  summary  of 
prescribing  Information  on  facing  page. 


'Step 


Each  capsule 
ccntains  50  mg  of 
Dyremum"  (brand  of  triamterene] 
and  25  mg  of  hydrochlorothiazide 


1 usually  consists  of  an  initial  phase  (a  diuretic 
alone],  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent],  and 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent]. 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR  The  following  is  a brief 
summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired  It  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used  Hyper- 
kalemia can  occur  and  has  been  associated  with  cardiac 
irregularities  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  If  hyperkalemia 
develops  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz- 
ards, including  fetal  or  neonatal  jaundice  thrombocytopenia 
other  adverse  reactions  seen  in  adults  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter 
mine  serum  K+  frequently:  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded  in  the  other,  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene and  leukopenia  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide  interferes  with  fluorescent 
measurement  of  qumidine  Hypokalemia  is  uncommon  with 
Dyazide  but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods  Corrective  measure 
should  be  instituted  cautiously  and  serum  potassium  level: 
determined  Discontinue  corrective  measures  and  Dyazide 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroic 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  fo 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness  dizziness 
headache  dry  mouth,  anaphylaxis  rash,  urticaria,  photo 
sensitivity,  purpura,  other  dermatological  conditions,  nausee 
and  vomiting,  diarrhea,  constipation,  other  gastrointestina 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus 
pancreatitis,  xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  beer 
found  m renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules:  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only):  in 
Patient-Pak " unit-of-use  bottles  of  100. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WORDS  WE  CAN  WELL  DO  WITHOUT 

Every  month,  I include,  in  Between  Cases, 
sometimes  known  as  While  Making  Rounds,  a 
list  of  Words  I Can  Do  Without.  They  are  all 
unnecessary,  and  in  some  cases  offensive.  But 
included  in  the  lists  are  words  that  have  no 
right  to  exist;  they  are  the  worst  of  the  baddies. 
Anyone  caught  using  one  of  these  loathsome 
offenders  ought  to  pay  a fine  or  be  penitent  for 
a month. 

And  I am  supplying  a small  list  of  these 


monsters  for  your 

convenience. 

in  excess  of 

That  means  more  than. 

prior  to 

That  means  before. 

in  concert 

It  doesn’t  mean  what  they 
think  it  means. 

vis-a-vis 

That  means  in  relation  to. 

howbeit 

Nothing. 

in  lieu  of 

That  means  instead  of. 

albeit 

See  howbeit. 

in  re 

That  means  with  regard  to. 

et  cetera 

That  means  and  so  on. 

unbeknownst 

Unknown. 

per  se 

That  means  as  such. 

reiterate 

That  means  repeat  (so 
does  iterate). 

as  such 

This  means  nothing  at  all. 

in  residence 

I don’t  know  what  this 

means. 

numerous 

This  means  many. 

multiple 

That  means  many. 

you  know 

This  means  I don’t  know 
what  to  say. 

he  died  in  his  sleep 

He  was  a nice  man. 

modality 

Who  knows? 

hopefully 

I can’t  speak  English. 

the  right  honorable  Not  me. 

affordable 

I can’t  speak  English. 

he  is  living  quietly  So  am  I. 

parameter 

I won’t  look  it  up. 

algorithm 

I won’t  look  it  up. 

holistic 

Whole. 

F.C. 

DO  YOU  KNOW  WHY? 

A drop  of  nicotine  on  the  tongue  of  a dog  will 
kill  a man.* 

Why  do  we  get  colds  in  the  winter? 

Why  are  some  clouds  dark,  and  some  are 
white? 

Why  does  it  take  hours  to  get  heartburn 
after  eating  something  I shouldn’t  eat? 

Why  do  medical  students  mispronounce 
cavernous? 

Why  does  scratching  stop  itching? 

Why  is  there  no  page  number  on  the  first 
page  of  a chapter? 

Why  are  dark  clouds  bad? 

Why  does  hiatal  hernia  cause  acidity? 

Why  is  the  date  at  the  beginning  of  a 
television  movie  given  in  Roman  numerals? 

Why  can’t  you  tickle  yourself? 

Why  are  television  ads  so  dumb? 

Why  are  they  called  commercials? 

Why  do  we  say  channels  for  TV  and  stations 
for  radio? 

Why  is  it  considered  smart  to  take  you 
through  ten  minutes  of  screen  credits  and  a 
third  of  the  picture,  before  telling  you  the 
name  of  the  movie? 

*If  he  eats  the  dog. 

F.C. 


BEST  OF  ALL 

I’m  tired  of  hearing  and  reading  that  this  car 
gets  the  best  mileage  of  any  of  them,  or 
the  best  of  any  other  car,  or  that  this  blender  is 
the  best  of  any  blender.  If  you’re  the  best, 
you’re  the  best  of  a group,  you’re  one  of  many. 

But  you  have  to  be  the  best  of  several , you 
can’t  be  the  best  of  one.  I may  not  be  the  best 
of  any  editor,  but  I can  be  the  best  of  all 
editors. 

You  know,  it’s  possible. 

F.C. 
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LOOK  IT  UP 

If  you  look  up  ligament  in  the  dictionary,  or 
in  your  anatomy,  you  are  driven  to  ligamentum. 
If  you  turn  to  vein,  they  send  you  to  vena. 
Muscle  becomes  musculus,  artery  is  arteria, 
and  you  find  nerve  under  nervus,  which  is  how 
I feel  after  all  that  page  turning.  What  happens 
is  that  the  mean  old  dictionary  writer  sends 
you  from  English  to  Latin.  Cavity  is  cavum, 
line  is  linea,  and  bone  is  os. 

But  when  you  turn  to  plexus,  our  lexicog- 
rapher is  frustrated,  because  plexus  is  English, 
and  plexus  is  Latin.  So  there  is  only  one 
heading  here,  just  plexus.  They  cannot  tell  you 
to  turn  pages  and  watch  your  blood  pressure 
go  up. 

But  they  get  even  with  you.  If  you  look  up 
solar  plexus,  you  are  referred  to  plexus 
celiacus. 

And  there's  only  one  skin. 

So  I didn’t  win,  but  neither  did  the 
dictionary.  We  came  out  even;  that’s  aequus. 

Look  it  up. 

F.C. 


LITTLE  PEDIATRICS 

Children  may  come  in  all  sizes  and  they  may 
not  be  small  adults,  but  they  are  not  as  big  as 
nonchildren.  As  Editor-in-Chief  of  the  Ne- 
braska Medical  Journal,  and  indeed  as  the 
Journal's  entire  editorial  staff,  reviewing  books 
is  one  of  the  many  things  I do  in  addition  to 
writing  all  these  editorials.  In  this  connection,  I 
am  fond  of  saying  that  you  do  not  need  to  read 
a book  to  review  it.  You  would  have  time  for 
nothing  else  if  you  tried  to  read  all  the  books 
you  review. 

I also  maintain  that  you  do  not  have  to  be  a 
neurologist  to  review  a neurology  book;  you 
just  have  to  be  a book  reviewer.  It’s  like  taking 
examinations;  when  you  take  a test,  you  are 
being  tested  in  your  knowledge  of  the  subject 
and  in  your  ability  to  take  an  examination. 

So  I review  books  dealing  with  surgery, 
gynecology,  internal  medicine,  physiology,  the 
chemistry  of  the  body,  neurology,  and  pedia- 
rics.  And  I have  noticed  this.  The  pediatrics 
book  (I  am  reviewing  it  now,  and  while  it  is  a 
handbook,  so,  I think,  are  some  of  the  others) 
is  smaller  than  the  books  written  about  adults. 

Are  pediatrics  textbooks  really  little,  and  are 
they  little  because  they  are  about  little  people? 

F.C. 
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Foreign  Medical  Conventions 


A S regards  deductible  expenses 
for  primarily  business  travel 
X m.  outside  the  United  States,  its 
possessions,  Puerto  Rico,  and  the  Trust 
Territory  of  the  Pacific  to  attend  a foreign 
convention,  here  defined  as  any  convention, 
seminar,  or  similar  meeting,  the  following  is  a 
summary  of  the  current  Internal  Revenue 
Service  requirements,  rulings,  opinions,  and 
interpretations  according  to  the  below  men- 
tioned references. 

One  may  not  deduct  the  expenses  of 
attending  more  than  two  foreign  conventions  in 
a tax  year  and  those  foreign  conventions  must 
be  related  primarily  to  one’s  trade  or  business. 
If  more  than  two  foreign  conventions  are 
attended  during  a tax  year,  one  is  able  to 
choose  which  two  foreign  conventions  are 
being  utilized  for  deduction  purposes.  This 
two  foreign  convention  limitation  applies  as 
well  to  employer  reimbursements  to  an  em- 
ployee for  foreign  convention  expenses.  An 
employer  is  able  to  deduct  the  reimbursement 
only  to  the  extent  the  employee  is  entitled  to 
the  deduction.  The  employer  may  deduct  the 
amount  paid  to  an  employee  if  the  foreign 
convention  is  not  one  of  the  two  selected  by 
the  employee  and  if  the  employer  includes  the 
amount  paid  for  the  foreign  convention  in  the 
employee’s  Form  W-2.  Any  reimbursements, 
technically,  must  be  shown  as  income  on  Form 
1040  and  then  the  expenses  subtracted  out  as 
business  expenses  and  any  reimbursements 
exceeding  the  two  foreign  convention  limita- 
tions or  the  subsistence  (per  diem)  expense 
limitation  (vide  infra)  is  considered  income. 

Transportation  expenses  to  and  from  a 
foreign  convention  allowable  as  a deduction 
may  not  exceed  the  lowest  coach  or  economy 
airfare.  The  actual  cost  of  the  flight  is 
deductible  if  transportation  is  accomplished 
via  a regularly  scheduled  economy  or  coach 
flight.  In  the  event  that  there  is  no  coach  or 
economy  service  available,  one  may  deduct  the 
lowest  first  class  airfare  charged  by  any 
commercial  airline.  There  is  no  limit  on  the 
deduction  for  that  part  of  the  trip  within  the 
United  States.  A full  deduction  of  transporta- 
tion expenses,  subject  to  the  above  limitations, 
is  permissible  only  if  at  least  one-half  or  more 
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of  the  total  days  of  the  trip,  not  counting  the 
travel  dates  to  and  from  the  convention,  are 
devoted  to  business-related  activities.  If  less 
than  one-half  of  the  days  are  spent  on 
business-related  activities,  only  a proportion- 
ate (business  days  minus  travel  days  divided 
by  total  days)  amount  of  transportation  ex- 
penses may  be  deducted. 

In  the  event  that  transportation  expenses  to 
and  from  the  foreign  convention  are  not 
separately  stated  from  subsistence  expenses 
(vide  infra)  while  at  the  foreign  convention  or  if 
it  appears  that  these  expenses  are  not  properly 
allocated,  all  amounts  paid  for  both  these 
expense  categories  are  treated  as  subsistence 
expenses. 

Subsistence  expenses  at  the  foreign  con- 
vention include  lodging,  meals,  and  other 
necessary  living  expenses  including  tips,  and 
local  transportation  expenses  and  may  not 
exceed  the  dollar  per  diem  rate  allowed  United 
States  Government  Employees  at  the  con- 
vention site  for  the  calendar  month  in  which 
the  convention  begins  (e.g.,  November,  1980: 
Toronto,  Canada  $70.00;  Kyoto,  Japan 
$112.00). 

The  following  limitations  are  placed  on  the 
deduction  of  subsistence  expenses:  1)  A full 
day  of  subsistence  expenses  is  deductible  if 
there  are  at  least  6 hours  of  scheduled 
business  activities  during  the  day  and  one 
attending  the  convention  attends  at  least  %rds 
of  these  activities.  2)  A half  day  of  subsistence 
expenses  is  deductible  if  there  are  at  least  3 
hours  of  scheduled  business  activities  during 
the  day  and  one  attending  the  convention 
attends  at  least  %rds  of  these  activities.  Or, 
items  1)  and  2)  notwithstanding,  subsistence 
expenses  are  deductible  if  one  attending  the 
convention  attends  at  least  %rds  of  the  total 
hours  of  the  scheduled  business  activities 
where  a full  day  consists  of  at  least  6 hours  and 
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a half  day  consists  of  at  least  3 hours  of 
scheduled  business  activities.  Conversely,  sub- 
sistence expenses  are  not  deductible  if  one 
does  not  attend  %rds  of  the  scheduled 
business  activities.  The  required  6 hours  (full 
day)  and  3 hours  (half  day)  of  scheduled 
business  activities  may  not  include  parties, 
receptions,  or  similar  social  functions;  how- 
ever, the  time  attributable  to  a business- 
related  banquet  speech,  may  be  included. 

Unless  the  presence  of  one’s  spouse  is 
necessary  for  business  purposes,  those  ex- 
penses attributable  to  the  spouse  are  not 
deductible  even  if  the  trip  is  primarily  for 
business. 

Substantiation  of  deductible  transportation 
and  subsistence  expenses  generated  by  at- 
tending a foreign  convention  is  required. 
These  expenses  will  not  be  permitted  unless 
the  following  items  are  attached  to  one’s  tax 
return  on  which  these  deductions  are  claimed: 
1)  A written  statement  signed  by  the  individual 
attending  the  convention  which  includes  the 
total  number  of  days  spent  at  the  convention, 
excluding  days  of  transportation,  the  number 
of  hours  of  each  day  of  the  trip  which  one 
devoted  to  scheduled  business  activities,  and  a 
program  of  the  scheduled  business  activities  of 
the  convention.  2)  A written  statement  signed 
by  an  officer  of  the  organization  sponsoring  the 
convention  which  includes  a schedule  of  the 
business  activities  of  each  day  of  the  conven- 
tion and  the  number  of  hours  that  one 
attending  the  convention  actually  attended 
those  scheduled  business  activities.  The  In- 
ternal Revenue  Service  may  require  additional 
information  to  support  these  deductions. 

If  the  entire  time  of  travel  outside  the 
United  States  is  devoted  to  business  activities, 
other  than  a foreign  convention,  one  may 
deduct  travel  expenses  in  the  same  manner  as 
if  travel  had  been  completely  within  the  United 
States.  However,  the  conditions  to  be  met  and 
regulations  governing  this  aspect  of  travel 
outside  the  United  States  should  be  reviewed 
by  the  reader  as  they  are  neither  the  subject  of 
nor  further  dealt  with  in  this  review. 

According  to  Section  4 (Tax  Treatment  of 
Expenses  in  Attending  Foreign  Conventions) 
of  H.R.  5973  (Passed  by  Congress  12-13-80 


and  signed  into  law  by  President  Carter  12-28- 
80)  any  foreign  convention,  seminar,  or  meeting 
scheduled  (defined  as  a definite  commitment 
made  to  hold  a convention  at  a particular  time 
and  place  — e.g.  the  booking  of  hotel  and 
travel  accommodations)  on  or  before  12-31-80 
will  be  governed  by  the  above  mentioned 
rulings,  opinions,  and  interpretations.  How- 
ever, for  foreign  conventions,  seminars,  or 
meetings  scheduled  and  beginning  after  12-31- 
80  Section  274  (h)  of  the  Internal  Revenue 
Code  of  1954  is  amended  as  noted  in  the 
following  paragraphs. 

No  deduction  shall  be  permitted  for  attend- 
ing a convention,  seminar,  or  meeting  held 
aboard  any  cruise  ship  (cruise  ship  is  defined 
to  mean  any  vessel  sailing  within  or  without  the 
United  States  territorial  waters). 

A convention,  seminar,  or  meeting  will  not 
be  treated  as  a foreign  convention  unless  it  is 
held  outside  of  the  North  American  Area  which 
is  defined  as  the  United  States,  its  posses- 
sions, the  Trust  Territory  of  the  Pacific 
Islands,  Canada,  and  Mexico. 

No  deduction  shall  be  allowed  for  expenses 
allocable  to  a convention,  seminar,  or  meeting 
held  outside  the  North  American  Area,  unless 
certain  factors  (vide  infra)  taken  into  con- 
sideration, it  is  as  reasonable  for  the  meeting 
to  be  held  outside  the  North  American  Area  as 
within  the  North  American  Area  and  that  the 
convention,  meeting,  or  seminar  is  directly 
related  to  the  individual’s  trade  or  business. 
These  certain  factors  include  the  purpose  of 
the  meeting  and  the  activities  taking  place 
there  at;  the  purposes  and  activities  of  the 
sponsoring  organization;  the  residences  of  the 
sponsoring  organization’s  active  members  and 
the  places  at  which  other  meetings  of  the 
sponsoring  organization  have  or  will  be  held; 
and  other  relevant  factors  as  presented  by  the 
individual. 

This  law  repeals  the  two  meeting  limit, 
subsistence  expense  limitation,  the  coach  fare 
limitation,  and  special  reporting  requirements 
and  attendance  records. 

References  available  from  the  author  upon 
request. 
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Perinatal  Report  — Compulsory  OB-GYN 
Regionalization,  A Possibility. 


IF  the  trend  of  federal  policy 
continues  in  relation  to  medi- 
cine, level  care  will  be  required 
in  the  not  too  distant  future.  Level  care  will 
mean  the  identification  of  medical  care  that 
can  be  applied  on  a practical  basis  at 
designated  sites.  By  doing  so  I would  presume 
that  “flow  medical  care”  would  offer  the  level 
of  expertise  needed.  By  concentrating  sophis- 
ticated equipment  and  specialties  it  would 
hope  to  reduce  the  cost  of  medicine. 

It  is  not  too  difficult  to  raise  questions 
concerning  this  trend  but  if  a national  applica- 
tion of  this  practice  is  to  be  applied,  hospitals 
will  be  required  to  produce  documented 
statistics  regarding  prematurity,  maternal  and 
perinatal  mortality,  low  birth  weight  babies, 
cesarean  sections  rates  and  reasons  for  section, 
would  probably  be  a minimum  requirement.  At 
the  University  of  Nebraska  Medical  Center  this 
data  has  been  kept  on  a routine  basis.  The 


following  are  examples: 

Figure  I 

Total  # of  Patients  Delivered 

1978 

1979 

MIC 

1160 

1059 

Family  Practice  . . 

105 

188 

Private/Clinic  .... 

336 

171 

Transfer 

22 

77 

UNMC  Total 

1530 

1495 

Figure  I indicates  the  segments  and  number  of 

deliveries  that  each  contributed,  to  the  UNMC 

total. 

Figure  II 

Perinatal  Mortality  Rate 

1978 

1979 

MIC 

19.76 

11.06 

Family  Practice . . . 

30.5 

8.10 

Private/Clinic  .... 

34.9 

48.7 

Transfer 

149.5 

108.45 

UNMC  Total 

28.1 

22.72 

Perinatal  mortality  includes  all  stillborn  and  neonatal 
demise  that  delivered  from  20  weeks  or  500  grams  to  28 
days  post  delivery.  It  is  reported  as  a rate/1000  births. 
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Figure  III 

Prematurity  Percentage 


1978 

MIC 10.5% 

Family  Practice. . . 10.15% 

Private/Clinic  ....  10.0% 

Transfer 79.9% 


UNMC  Total 13.6% 


1979 

10.90% 

6.54% 

17.5% 

51.49% 

13.14% 


Prematurity  is  reported  as  a percentage  and  includes  all 
births  and  deliveries  between  500  and  2500  grams. 


The  above  gross  data  which  I presume 
would  be  minimum,  is  a start.  At  the  University 
of  Nebraska  Medical  Center  more  indepth 
criteria  are  also  produced.  The  weight  cate- 
gory, for  example,  may  be  divided  into 
immature  (500  grams  to  1000  grams),  pre- 
mature (1000  grams  to  2500  grams)  and  term 
2500  grams  plus.  These  areas  are  further 
divided  and  identified.  Both  mortality  and 
prematurity  rates  are  determined  in  all  cate- 
gories in  an  attempt  to  understand  our  highest 
risk  areas  and  medical  care  needs.  An  entire 
breakdown  is  not  the  intent  of  this  paper  but  I 
hope  it  would  stimulate  a concern  for  each  of 
us  to  become  more  active  in  understanding  our 
medical  care  and  seemingly  present  trends. 
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Hypoglycemia  in  Infants 


Hypoglycemia  is  the  most  fre- 
quent metabolic  disorder  that 
occurs  in  the  newborn.  It  is 
associated  with  subtle  symptoms  and  long 
term  neurologic  residuals. 

Traditionally,  hypoglycemia  has  been  de- 
fined as  a blood  sugar  less  than  30  mgm/dl  in 
term  infants  and  20  mgm/dl  in  prematures. 
These  levels  are  greater  than  3 standard 
deviations  below  the  average  blood  glucose 
levels  of  infants  of  similar  weight  and  gesta- 
tional age.  The  level  at  which  symptoms  occur 
or  even  the  level  at  which  we  can  be  sure  no 
neuronal  damage  is  occurring  cannot  be  ab- 
solutely defined  however. 

The  etiology  is  varied  and  includes: 

1.  Intrauterine  growth  retardation 

2.  Twin  pregnancy 

3.  Hyperinsulin  states: 

a)  Infant  of  diabetic 

b)  Beckwith-Wiedeman  Syndrome 

c)  Insulinoma 

4.  Birth  asphyxia 

5.  Hypothermia 

6.  Rh  Incompatibility 

a)  Exchange  with  heparinized  blood  has  no 
added  glucose 

b)  Exchange  with  citrated  blood  has  a very 
high  glucose  level  and  post  exchange 
reactive  hypoglycemia  may  occur. 

7.  Abrupt  cessation  of  IV  fluid 

The  signs  and  symptoms  of  hypoglycemia 
are  subtle  and  not  specific. 

1.  Jitteriness 

2.  Apnea 

3.  Stupor 

4.  Hypotonia 

5.  Lethargy 

6.  Seizures 

Treatment  should  not  be  withheld  until 
symptoms  occur  because  a significant  per- 
centage of  those  with  symptoms,  10  to  30 
percent  will  seizure  and  of  those  who  seizure 
secondary  to  hypoglycemia,  only  50  percent 
have  normal  development. 

The  morbidity  associated  with  symptomatic 
hypoglycemia  is  significant  and  therefore 
suggest  that  screening  of  normal  newborns 
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may  be  effective.  Dextrostix  by  Ames  is  a 
method  which  is  very  inexpensive,  essentially 
free  of  complications  and  sensitive.  This  test 
may  be  done  on  one  drop  of  heel-stick  blood.  If 
the  screening  test  suggests  a lower  than 
acceptable  blood  level  of  glucose,  then  a blood 
glucose  level  can  be  obtained.  If  this  is  also 
unacceptable  low,  early  feeding  or  treatment 
should  be  started.  Appropriate  timing  for 
Dextrostix  testing  may  be  about  1 hour  after 
birth  and  before  the  first  feeding. 

Treatment  of  Hypoglycemia 

Asymptomatic 

1.  Oral  use  of  10  percent  glucose  or  formula 
by  nipple  or  gavage. 

2.  If  persistance,  proceed  to  parenteral  ther- 
apy as  in  symptomatic  children. 

Symptomatic 

1.  Intravenous  25  percent  glucose,  2 to  4 ml 
per  kg  (0.5  - 1 gm  per  kg)  initial  bolus. 

2.  Maintenance  of  intravenous  glucose  at  a 
rate  as  high  as  0.5  mgm  per  hr’  (5  ml  of 
D 10/kg/hr)  - usual  maintenance  glucose 
solution  is  10  percent  or  rarely  15  percent. 

3.  Continue  to  monitor  glucose  levels  hourly. 

4.  Do  no  abruptly  discontinue  parenteral 
glucose  because  of  rebound  hypoglycemia. 

5.  Very  rarely,  corticosteroids,  Epinephrine  or 
glucagon  may  be  needed  to  maintain  a 
stable  blood  sugar. 

6.  Evaluate  for  associated  metabolic  problems 
such  as  hypocalcemia  and  hypomagnesemia. 
Hypoglycemia  usually  does  not  occur  as  an 
isolated  problem,  but  rather,  with  some 
other  stress  state. 

Therapy  should  be  initiated  swiftly  when 
asymptomatic  or  symptomatic  hypoglycemia  is 
found.  The  risk  of  residual  neuronal  damage  is 
directly  related  to  the  severity  of  the  hypogly- 
cemia and  the  amount  of  time  elapsed  before 
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treatment  is  begun.  With  careful  observation 
and  rapid  treatment  we  should  be  able  to 
minimize  the  morbidity  of  this  illness. 


For  further  review  this  author  would  recom 
mend  Pediatric  Nutrition  Handbook,  Ameri 
ca  Academy  of  Pediatrics,  1979. 


Pregnancy  and  Increased 
Maternal  Age 


PREGNANCY  in  advanced  mater- 
nal age  has  presented  many 
problems.  Modern  obstetrics 
has  resolved  a great  majority  of  them,  especial- 
ly those  concerning  maternal  well-being.  How- 
ever, the  consequences  of  increased  maternal 
age  and  its  risk  for  an  abnormal  offspring 
(DOWN’S  SYNDROME  — trisomy  21)  poses 
a challenging  responsibility  for  any  physician 
engaged  in  the  practice  of  obstetrics. 

The  overall  incidence  of  trisomy  21  is 
approximately  1 per  800  live  births.  Perinatal 
diagnosis  by  means  of  cytogenic  studies  should 
be  offered  to  all  women  who  will  be  35  years  or 
greater  when  their  infant  is  born.  In  the 
process  of  counseling  these  women,  it  should 
be  pointed  out  that  a mother  who  is  35  years 
old  at  the  birth  of  her  child  has  a likelihood  of 
having  a child  with  trisomy  21  in  1 of  365;  at 
age  39  the  risk  is  1 in  139;  at  age  45  the  risk  is 
1 in  32.  (Hook,  E.B.  and  Chambers,  G.M.: 
Birth  Defects  13  (3 A) : 1 24- 1 4 1 , 1977)  For  the 
concerned  patient  aged  33  and  34,  risk  figures 
of  1 in  592  and  1 in  465  respectively,  may  be 
presented  to  her. 

The  accepted  standard  at  the  present  time, 
is  that  all  women  aged  35  should  beinformed  of 
the  potential  benefits  of  amniocentesis.  Cases 
tried  in  the  courts  of  law  indicated  that 
medical  personnel  may  be  liable  if  this  practice 
is  not  followed.  For  the  couple  who  have  had  a 
baby  with  the  Down’s  Syndrome,  the  risk  of 
their  having  a second  effected  child  is  1%  - 2% 
with  each  ensuing  pregnancy,  regardless  of 
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age.  Such  parents  should  also  be  made  aware 
of  the  availability  of  amniocentesis. 

It  is  important  that  all  couples  understand 
that  amniocentesis  and  cytogenic  studies  will 
not  exclude  all  congenital  anomalies.  Although 
amniocentesis  is  relatively  safe,  no  surgical 
procedure  is  without  risk.  The  various  risks 
should  be  discussed  with  the  family  including 
favorable  benefits/  risks  ratio.  Counseling 
along  these  lines  should  be  well  documented  in 
the  patient’s  chart, 

Down’s  Syndrome  may  also  be  associated 
with  advanced  paternal  age.  The  risk  of  siring 
offspring  with  trisomy  21  doubles  past  age  55. 
(Stene  et  al.  Ann  Hum  Genet.  40:229-306, 
1977)  - (Matsunaga  et  al:  Hum  Genet  40:259- 
268,  1978)  Counseling  may  warrant  considera- 
tion in  the  case  of  advanced  paternal  age, 
particularly  if  the  female  partner  is  aged  30-34. 

The  busy  practitioner  must  not  be  caught  off 
guard  by  turning  his  attention  entirely  to  the 
maternal  consequences  of  pregnancy  in  ad- 
vanced age,  thereby  overlooking  his  respon- 
sibility in  counseling  the  patient  regarding  an 
abnormal  offspring. 
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Neonatal  Jaundice 


ONE  of  the  most  common  problems 
encountered  in  the  nursery  is 
jaundice- hyperbilirubinemia. 
The  physician  should  have  a logical  approach 
to  identifying  the  cause  and  planning  treat- 
ment. 
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Ninety  percent  of  all  term  infants  develop 
bilirubins  greater  than  2 mg.  percent.  This  is 
classified  as  normal  — “physiologic  jaundice”. 
The  mean  peak  of  the  “physiologic  jaundice”  in 
a term  infant  reaches  approximately  6 mg. 
percent  by  48-72  hours  and  then  declines.  In 
the  premature  infant  the  mean  peak  reaches 
10-12  mg.  percent  by  the  fourth  to  fifth  day 
and  slowly  declines. 

Hyperbilirubinemia  itself  is  not  a diagnosis 
and  therefore  before  any  treatment  is  under- 
taken an  attempt  must  be  made  to  find  the 
etiology.  (See  Table  I). 

The  time  of  the  clinical  appearance  of 
jaundice  helps  in  assessing  the  etiology  and 


TABLE  I 


I CLINICAL  JAUNDICE  | 

. J , 

IMEASURE  BILIRUBIN  I 


Bilirubin  <12  mg.% 
Observe  & Repeat 


/ 


\ 


Bilirubin  > 12  mg.% 
or  infant  <24  hrs. 

of  age 


1 

ICoombs  Testl 

. / \ 

Negative  Positive 


I 


i 


Direct  Bilirubin 


/ 

Value  >1.0  mg.% 
Consider: 

Sepsis 

Biliary  Atresia 

Hepatitis 

etc. 


\ 


Identify  Antibody 
Rh 
ABO 
etc. 


Value  <1.0  mg. 

* 


Hematocrit 


Normal  or  Low 


\ 

High 

Polycythemia 


RBC.  Morphology  &/ 
Retie  Count 


/ 

Abnormal 
RBC  defects 


Normal 

Breast  Milk 
Enclosed  hemorrhage 
Metabolic  Abnormalities 
Etc. 


planning  treatment.  An  onset  before  thirty-six 
hours  of  age  or  an  onset  after  one  week 
requires  aggressive  evaluation  in  an  otherwise 
healthy  infant. 

All  hospitals  caring  for  newborn  infants 
should  be  able  to  perform  the  basic  tests:  (1) 
bilirubin  with  fractionization,  (2)  hematocrits, 
(3)  blood  type,  (4)  Coombs  test,  (5)  reticulo- 
cyte count,  and  (6)  a red  blood  cell  smear  for 
morphology. 

All  infants  who  become  clinically  jaundiced 
in  the  first  thirty-six  hours  of  life  should  have 
the  above  studies.  The  most  common  cause 
during  this  period  of  time  is  an  otherwise 
healthy  infant  is  a hemolytic  disease,  either  an 
ABO  incompatibility  with  the  mother  0 and 
the  infant  A or  B,  or  an  Rh  incompatibility. 
These  infants  because  of  the  increased  biliru- 
bin load  are  more  prone  to  have  complications 
if  not  managed  appropriately. 

Breast  milk  jaundice  is  probably  secondary 
to  maternal  progesterone  derivatives  and/or 
fatty  acids.  It  appears  between  4-7  days  of  age 
and  the  mean  peak  occurs  at  10-15  days,  and 
then  slowly  declines. 

An  infant  who  is  clinically  ill  should  be 
considered  to  have  sepsis  or  a metabolic- 
endoctrine  abnormality  and  the  appropriate 
studies  obtained. 

The  aim  of  therapy  is  to  prevent  deposition 
of  bilirubin  in  the  brain,  causing  kemicterus 
and  brain  damage. 

Phototherapy  is  indicated  in  term  infants 
with  bilirubins  greater  than  12  mg.  percent  in 
the  first  twenty-four  hours  and  greater  than 
15mg.  percent  after  forty-eight  hours.  Photo- 
therapy is  a useful  adjunct  with  rapid  hemo- 
lytic processes  but  is  relatively  ineffective  and 
often  exchange  transfusions  are  indicated. 
Indication  for  use  at  a lower  level  include 
prematurity,  perinatal  asphyxia,  respiratory 
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distress,  acidosis,  hypothermia,  hypoglycemia, 
low  serum  protein,  etc. 

In  the  older  infant  with  normal  diagnostic 
studies  and  “breast  milk  jaundice”,  photo- 
therapy is  controversial  but  most  would  begin 
treatment  at  bilirubins  between  17.5  and  20 
mg.  percent  if  withdrawal  of  breast  milk  for  24- 
48  hours  has  not  resulted  in  a significant 
decline. 

Phototherapy  itself  has  complications.  The 
eyes  should  be  covered,  temperature  moni- 
tored frequently,  and  extra  fluids  offered. 
Bilirubins  should  be  monitored  at  twelve  hour 
intervals.  Once  the  phototherapy  is  stopped  a 


repeat  bilirubin  should  be  obtained  in  12-24 
hours  because  of  rebound  phenomena. 

An  exchange  transfusion  should  be  con- 
sidered in  any  infant  with  hydrops,  with  a 
hematocrit  of  less  than  36  at  birth,  in  an  infant 
with  a documented  hemolytic  process,  a 
bilirubin  rising  greater  than  0.5  mg.  percent 
per  hour,  or  a peak  bilirubin  felt  to  be 
exceeding  the  bilirubin  capacity  for  that 
particular  gestational  age. 

For  a complete  review  of  Neonatal  Jaundice, 
there  are  several  excellent  references.  This 
author  would  recommend  Avery  (Ed.)  Neo- 
natology, Philadelphia;  Lippincott,  1972,  pp. 
335-371. 


Down  Memory  Lane 


1.  It  is  a revelation  and  a joy  to  witness  any 
surgical  case  properly  prepared  by  premedica- 
tion come  to  the  operating  room  entirely 
oblivious  to  his  surroundings  without  a trace  of 
fear  or  anxiety. 

2.  Roentgen  study  is  of  the  utmost  im- 
portance in  esophageal  orifice  hernia,  because 
it  usually  is  the  only  means  of  arriving  at  a 
diagnosis  before  operation. 

3.  A mastoiditis  becomes  surgical  in  the 
first  week,  only  in  the  presence  of  threatened 
intracranial  complications  and  blood  stream 
infections. 

4.  About  30%  of  the  cases  diagnosed  as 
hyperthyroidism  and  sent  to  clinics  for  treat- 
ment, are  neurasthenias. 

5.  The  clamp  and  cautery  operation  for 
hemorrhoids  is  as  much  a disgrace  to  surgery 
as  was  the  old  crushing  operation  and  the 
Whitehead  operation. 


6.  In  few  fields  of  surgery  has  the  last 
decade  seen  more  favorable  progress  than  in 
surgery  of  the  colon  and  rectum. 

7.  In  the  old  days  the  youngest  internes 
gave  the  anesthetic;  they  were  more  interested 
in  watching  the  operation  than  the  patient. 

8.  The  question  whether  the  use  of  digi- 
talis in  pneumonia  does  good  or  harm  has  been 
much  discussed  and  is  still  unsettled. 

9.  Throughout  the  Middle  A^es  physiology 
made  little  progress  and  the  clean-cut  state- 
ments of  Leonardo  Da  Vinci,  based  on  the 
finest  inductive  reasoning  come  as  a great  light 
at  the  end  of  that  long  period  of  darkness. 

10.  To  promote  the  work  of  county  socie- 
ties, hyphenated  or  joint  meetings  have  been 
devised  with  varying  success. 
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President's  Page 


I should  like  to  tell  you  about  another  one  of 
my  conversations  at  the  Annual  Meeting  of  the 
AMA  in  Chicago  last  June,  where  we  joined 
many  physicians  from  all  over  the  Nation. 

This  was  the  experience  the  day  before  the 
meeting  began  at  the  reception,  luncheon,  and 
afternoon  program  of  the  Organization  of  State 
Medical  Association  Presidents.  Doctor  A1 
Landers,  your  President-Elect,  and  myself, 
attended.  The  majority  of  our  counterparts 
around  the  Country  asked,  “How  is  your 
Impaired  Physician’s  Program  coming  along”? 
I am  pleased  to  report  to  you  that  we  were  able 
to  respond  on  a positive  note. 

Our  Nebraska  Medical  Association  program 
is  coming  along  just  fine,  under  the  leadership 
of  Doctor  James  Kelsey.  We  have  progressed 
these  past  three  years  from  infancy  into 
childhood.  Most  of  you  are  aware  of  this 
program,  but  perhaps  some  are  not.  The  basic 
purpose  is  to  identify,  and  then  to  aid  the 
impaired  physician  (and  his  patients  and 
family)  before  he  gets  into  serious  trouble,  with 
the  possibility  of  suspension  of  his  license. 

Our  Committee  has  no  punitive  authority  — 
its  sole  purpose  is  to  help  the  physician.  The 
Board  of  Examiners  in  Medicine  and  Surgery 
is  the  only  body  that  has  such  statutory 
authority.  We  do,  however,  work  in  liaison  with 
that  group. 

The  program  is  the  result  of  our  response  to 
the  public,  and  their  demand  that  physicians 
do  a better  job  of  “policing”  themselves,  in 
order  to  protect  patients  against  impaired 
physicians.  Secondarily,  and  selfishly,  on  my 


part,  it  is  the  result  of  my  watching  some  good 
friends  get  into  trouble  at  a time  when 
organized  medicine  in  this  State  had  no 
specific  purpose  and  mechanism  to  help  them. 

If  any  of  you  have  any  questions  about  this 
program  please  contact  our  Headquarter’s 
Office. 

I would  hope  that  hospitals  around  the  State 
would  also  contact  us  when  they  have  an 
impaired  physician  problem. 


Carlyle  E.  Wilson,  Jr.,  M.D. 

President,  Nebraska  Medical  Association 
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Welcome  New  Members 


Gregory  C.  Starr,  M.D. 

6520  Redick  Ave. 

Omaha,  Nebraska  68152 

Dennis  L.  Edwards,  M.D. 

211  W.  33rd 

Kearney,  Nebraska  68847 

Daniel  R.  Olson,  M.D. 
Pathology  Center 
84th  & Dodge  Street 
Omaha,  Nebraska  68114 

Nancy  J.  McCullough,  M.D. 
2001  Broadway,  #6 
Scottsbluff,  Nebraska  69361 

Nguyen  VanBang,  M.D. 
Ravenna,  Nebraska  68869 


Ronald  C.  Blevins,  M.D. 

211  W.  39th 

Scottsbluff,  Nebraska  69361 

Melvin  Campbell,  M.D. 

Ainsworth,  Nebraska  69210 

Stephen  L.  Ruedrich,  M.D. 
Nebraska  Psychiatric  Institute 
Omaha,  Nebraska  68106 

David  K.  Fry,  M.D. 

2360  Pershing  Road 
Columbus,  Nebraska  68601 

Marlin  Bauhard,  M.D. 

1408  5th  Street 
Aurora,  Nebraska  68818 


Coming  Meetings 


CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Allergy  for  the  Clinician, 
September  10-11,  1981,  Omaha,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  September  22,  1981, 
5:30-7:00  p.m.,  Las  Vegas  Hilton  Hotel,  Las 
Vegas,  Nevada;  in  conjunction  with  American 
Academy  of  Family  Physicians  meeting.  All 
alumni,  spouses,  friends  and  faculty  are 
invited. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Alumni  Roundup  and  Reception, 
Monday,  October  26,  1981,  6:30-8:00  p.m., 
Red  Lion  Inn,  Omaha,  Nebraska;  in  con- 
junction with  Omaha  Mid-West  Clinical 


Society  meeting.  All  alumni,  spouses,  friends 
and  faculty  are  invited. 

49th  ANNUAL  POSTGRADUATE  AS- 
SEMBLY, Omaha  Mid-West  Clinical  Society 
October  26,  27  and  28,  1981,  The  Red  Lion 
Inn,  Omaha,  Nebraska.  For  information, 
contact:  Miss  Lorraine  E.  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical  So- 
ciety, 7363  Pacific  Street,  #210-A,  Omaha, 
Nebraska  68114. 

SOUTH  DAKOTA  PERINATAL  ASSOCIA- 
TION SIXTH  ANNUAL  PERINATAL 
CONFERENCE,  “Current  Issues  in  Peri- 
natal Care,”  October  12-13,  1981;  Holiday 
Inn  of  the  Northern  Black  Hills,  Spearfish, 
South  Dakota.  9.6  continuing  education 
credit  hours  applied  for.  Guest  speakers 
include:  Preston  Dilts,  M.D.;  John  Gross- 
man,  M.D.;  George  McCracken,  M.D.;  Lu- 
Ann  Papile,  M.D.  Contact:  Margo  Varcoe, 
R.N.,  Program  Director,  S.D.P.A.,  1100  S. 
Euclid  Avenue,  Sioux  Falls,  SD  57105  (605) 
339-6578. 
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The  American  Medical  Association,  in  co- 
operation with  the  American  Correctional 
Health  Services  Association,  will  sponsor  its 
Fifth  National  Conference  on  Medical  Care 
and  Health  Services  in  Correctional  Institu- 
tions at  Chicago’s  Marriott  Hotel,  October  30- 
31,  1981. 

Approximately  500  people  annually  attend 
this  conference.  Nearly  40  workshops  offering 
the  greatest  variety  in  history,  will  focus  on 
every  aspect  of  correctional  institutions.  A 
sampling  follows: 

* Risk  management  and  law  suits 

* Improving  staff  morale  and  performance 

* Epilepsy  in  prisons 

* Health  problems  of  incarcerated  women 

* Health  care  needs  of  juveniles 

* Treating  the  drug  offender 

* Evaluating  jail  models 


AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 


DECEMBER  10-12,  1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AOA.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St. 
Louis,  MO  63110  (314)  454-3873 


SCIENTIFIC/SKI  MEETING  — The  North- 
western Medical  Association  convenes  for 
its  35th  Annual  Meeting  at  Sun  Valley, 
Idaho,  from  February  8 to  12,  1982. 

Diabetes  and  related  vascular,  neurologic, 
eye,  and  ENT  problems,  ski-injury  preven- 
tion, and  high-altitude  physiology  will  be 
discussed  by  experts.  Approved  for  10  CME 
Category  I credits.  Registration  3 to  5 p.m., 
February  8,  Challenger  Inn,  Sun  Valley. 
Nonmembers  registration  $100.  For  infor- 
mation, write  to  Norman  Christensen,  M.D., 
Secretary,  2456  Buhne  Street,  Eureka, 
California  95501. 


Clinical  Cytopathology  for  Pathologists  — 
Postgraduate  Course 

The  Twenty-third  Postgrade  Institute  for 
Pathologists  in  Clinical  Cytopathology  is  to  be 
given  at  The  Johns  Hopkins  University  School 
of  Medicine  and  The  Johns  Hopkins  Hospital, 
Baltimore,  Maryland,  March  22  - April  2,  1982. 
The  full  two  week  program  is  designed  for 
pathologists  who  are  certified  (or  qualified)  by 
the  American  Board  of  Pathology  (PA),  or  its 
international  equivalent. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  27, 
1982.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
- DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  — March  24-25,  1982, 
UN  Medical  Center,  Omaha,  Nebraska; 
Speaker:  Renato  Dulbecco,  M.D.,  Salk 
Institute,  La  Jolla,  California. 

UNIVERSITY  OF  NEBRASKA  — ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  - 
April  15,  1982,  UN  Medical  Center,  Omaha, 
Nebraska;  Speaker:  Merlin  K.  DuVal,  M.D., 
National  Center  for  Health  Education,  San 
Francisco,  California.  Convocation  at  12:00 
noon.  AOA  Banquet  at  6:30  p.m.,  Omaha 
Country  Club,  Omaha,  Nebraska. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  1-4,  1982,  Omaha 
Marriott,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 
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The  Letter  Box 


Dear  Dr.  Cole: 

We  have  several  continuing  medical  educa- 
tion programs  that  will  be  offered  in  the  fall.  As 
a service  to  your  readers,  I would  appreciate  it 
very  much  if  you  would  list  these  in  the 
upcoming  issues  of  the  Nebraska  Medical 
Journal.  To  register  or  for  further  information, 
they  can  contact  me  at  402-559-4152. 

EMERGENCY  MEDICAL  REVIEW,  Sep- 
tember 28  through  October  2,  1981,  to  be 
held  in  the  Center  for  Continuing  Educa- 
tion, University  of  Nebraska  Medical  Center. 
Sponsored  by  the  Emergency  Medical  Serv- 
ices of  University  of  Nebraska  Hospital. 

NEW  CONCEPTS  IN  EXERCISE  TEST- 
ING AND  TRAINING  OF  PATIENTS 
WITH  PULMONARY  DISEASE,  October 
8 and  9,  1981.  Sponsored  by  the  Pulmonary 
Division  of  the  University  of  Nebraska 
Medical  Center.  To  be  held  in  the  Center 
for  Continuing  Education,  University  of 
Nebraska  Medical  Center  campus. 

RENAL  DISEASE:  DIAGNOSIS,  MANAGE- 
MENT AND  PHARMACOLOGICAL  IM- 
PLICATIONS, November  12,  1981.  To  be 
held  in  the  Center  for  Continuing  Education 
on  the  Medical  Center  campus.  Sponsored 
by  the  Division  of  Nephrology,  Department 
of  Internal  Medicine. 

PEDIATRIC  EMERGENCIES,  November  13 
and  14,  1981.  To  be  held  in  the  Center  for 
Continuing  Education  on  the  University  of 
Nebraska  Medical  Center  campus.  Sponsored 
by  the  Department  of  Pediatrics. 


INFECTIOUS  DISEASE  CIRCUIT  COURSE, 
November  18,  1981.  To  be  held  at  the 
Holiday  Inn,  Hastings,  Nebraska.  Sponsored 
by  Mary  Lanning,  CME,  and  the  Division  of 
Infectious  Diseases,  Department  of  Internal 
Medicine,  University  of  Nebraska  Medical 
Center. 

NUTRITION  CONFERENCE  FOR  THE 
PRACTICING  PHYSICIAN,  November  18 
and  19,  1981.  To  be  held  in  the  Center  for 
Continuing  Education  on  the  Medical  Cen- 
ter campus.  Sponsored  by  the  Swanson 
Center  for  Nutrition  and  the  Department  of 
Internal  Medicine,  University  of  Nebraska 
Medical  Center. 

NEBRASKA  OB-GYN  SOCIETY  28th  AN- 
NUAL SICENTIFIC  SESSION,  December 
3-5,  1981,  Union  Plaza  Hotel,  Las  Vegas, 
Nevada.  Sponsored  by  NOGS  and  the 
Department  of  Ob-Gyn,  University  of  Ne- 
braska Medical  Center. 

Sincerely, 

Marjorie  E.  Adey 
Program  Coordinator 

Dear  F.C.: 

It  just  occurred  to  me  after  going  through 
the  May  Nebraska  Medical  Journal  that  I read 
every  comment  that  F.C.  puts  in  the  journal. 

I enjoy  your  editorials  and  comments  on 
medicine  in  the  past.  Keep  up  the  good  work 
and  thanks  for  your  interesting  articles. 

Sincerely, 

J.B.  Christensen,  M.D. 
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Picture 

Gallery 


NMA  1981  Annual  Session 


Doctors  Allan  C.  Landers  and  Carlyle  E.  Wilson, 
Jr. 


Doctor  Bowen  E.  Taylor  presiding  at  Annual 
Distinguished  Luncheon. 


Doctor  Russell  L.  Gorthey  presenting  President’s 
medallion  to  Doctor  Carlyle  E.  Wilson,  Jr. 


Doctor  Allan  C.  Landers  addressing  House  of 
Delegates. 


Doctor  Russell  L.  Gorthey  presenting  President’s 
badge  to  Doctor  Carlyle  E.  Wilson,  Jr. 


Doctor  Russell  L.  Gorthey  presents  Presidential 
plaque  to  Doctor  Carlyle  E.  Wilson,  Jr. 
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Doctor  Russell  L.  Gorthey  presenting  gavel  to 
Doctor  Carlyle  E.  Wilson,  Jr. 


Doctor  Carlyle  E.  Wilson,  Jr.  with  floral  gift  from 
Doctor  Houtz  G.  Steenburg. 


Doctor  Carlyle  E.  Wilson,  Jr.  presenting  past 
President’s  badge  to  Doctor  Russell  L.  Gorthey.  yj 


Doctor  Russell  L.  Gorthey  receiving  plaque  from 
Doctor  Carlyle  E.  Wilson,  Jr. 


Doctor  Bowen  E.  Taylor  presenting  gift  to  Doctor 
Gorthey  from  the  Lancaster  County  Medical  Society. 


Doctor  Bowen  E.  Taylor  presenting  “special”  gift 
to  Doctor  Russell  L.  Gorthey. 


Doctor  Carlyle  E.  Wilson,  Jr.  addressing  Annual 
Distinguished  Luncheon. 


Doctor  William  Y.  Rial  addressing  Annual  Dis- 
tinguished Luncheon. 
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WashingtoNotes 

(Continued  from  page  16 A) 

emerged  from  conference  were  so  limited  as  to 
be  little  more  than  categorical.  Under  the 
Health  Services  block  grant,  for  example, 
states  next  year  must  allocate  funds  next  fiscal 
year  among  mental  health,  alcohol  and  drug 
abuse  programs  as  they  have  in  the  past.  They 
can  shift  funds  about  by  five  percent  the 
following  year  and  15  percent  the  next. 

The  three-year  authorizations  for  the  block 
grants  were: 

— Preventive  Health  — $92  million,  $93 
million  and  $95.5  million  with  an  added  $3 
million  annually  for  rape  crisis  centers. 

— Health  Services  — $491  million  plus  $30 
million  for  alcoholism,  $511  million,  $532 
million. 

— Primary  Care  — $280  million,  $302  million, 
and  $327  million. 

Under  the  agreement,  the  health  planning 
program  grants  were  allowed  to  continue  but 
with  cuts.  States  were  allowed  to  reduce  the 
number  of  Health  Systems  Agencies. 

The  Administration  would  be  allowed  to 
eliminate  as  many  as  30  percent  of  the  187 
Professional  Standards  Review  Organization 
(PSRO)  programs.  The  House  bill  would  have 
permitted  the  President  to  kill  the  program 
within  a few  years. 

Authority  was  given  in  the  budget  bill  to 
phase  out  the  Public  Health  Service  Hospitals 
starting  next  fiscal  year. 

Programs  reauthorized  included  Health 
Maintenance  Organizations  (HMOs),  Health 
Statistics  Center,  Health  Services  Research 
Center,  Health  Care  Technology  Center  and 
the  National  Library  of  Medicine. 

The  budget  bill  cleared  the  way  for  C. 
Everett  Koop,  M.D.,  to  become  Surgeon 
General  by  removing  the  age  limit  for  the  job 
and  the  requirement  that  the  nominee  have 
experience  within  the  PHS. 

The  existing  adolescent  pregnancy  program 
was  continued  with  a new  $10  million  Senate 
program  added  for  research  on  sexual  chastity 
and  more  than  $6  million  for  storefront  and 
other  operations  to  counsel  on  prevention  of 
promiscuity,  etc. 


No  major  changes  were  made  in  Medicare, 
but  a House  provision  was  adopted  to  increase 
by  $28  the  amount  patients  must  pay  hospitals 
before  the  program  picks  up  the  expense. 
Rejected  was  a House  proposal  to  require 
Medicare  patients  to  pay  $1  a day  for  each  of 
the  first  60  days  of  hospitalization. 


Federal  Trade  Commission 

The  real  loser  is  the  public  when  the  Federal 
Trade  Commission  (FTC)  forces  the  profes- 
sions to  abandon  responsible  self-regulation, 
the  AMA  has  told  Congress. 

Urging  Congress  to  legislate  the  FTC  out  of 
the  business  of  regulating  professions,  Lowell 
Steen,  M.D.,  a member  of  the  AMA  Board  of 
Trustees,  said  “many  associatons  have  halted 
socially  desirable  activities  such  as  peer  review 
of  excessive  fees  for  fear  of  becoming  involved 
in  protracted  and  financially  debillitating 
administrative  procedures.” 

The  FTC  has  for  six  years  pursued  action 
against  the  AMA,  the  Connecticut  State 
Medical  Society,  and  the  New  Haven  County 
Medical  Association  challenging  ethical  prin- 
ciples of  the  medical  profession  “in  a way  that 
we  view  as  harmful  to  the  welfare  of  patients,” 
said  Dr.  Steen  in  testimony  before  the 
Consumer  Subcommittee  of  the  Senate  Com- 
merce Committee. 

“We  and  other  medical  societies  have  had  to 
divert  scarce  resources  from  socially  beneficial 
activities  to  defend  against  unfounded  FTC 
charges,”  the  AMA  official  said. 

Congress  was  asked  to  approve  legislation 
that  would  strip  the  FTC  of  jurisdiction  over 
the  state-regulated  professions;  preclude  pre- 
emption of  state  laws  by  the  FTC;  provide 
financial  relief  from  excessive  demands  of  the 
agency  for  information;  circumscribe  the  sub- 
poena power  of  the  FTC;  clarify  the  meaning  of 
“unfair  competition”;  provide  protections  af- 
forded through  judicial  proceedings;  and  re- 
peal the  “intervenor  program”  under  which  the 
FTC  funds  organizations  pressing  causes 
before  the  FTC. 

Dr.  Steen  pointed  out  that  Reps.  Thomas 
Luken  (D-OH)  and  Gary  Lee  (R-NY)  have 
introduced  legislation  to  place  a moratorium 
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on  FTC  actions  involving  state-regulated 
professions,  an  effort  supported  by  the  AMA. 

One  of  the  AMA’s  main  concerns  is  the 
“basic  unfairness  one  finds  when  involved  in 
an  FTC  action,  where  the  Commission  acts  as 
an  inquisitor,  prosecutor,  judge  and  jury,”  said 
Dr.  Steen.  The  FTC  action  against  the  AMA’s 
ethical  precepts  on  advertising  and  solicitation 
came  without  warning  and  without  prior 
investigation,  he  noted.  There  was  “continuing 
disdain  for  responsible  professional  self-regu- 
lation and  for  the  interests  of  the  patients,”  Dr. 
Steen  said.  Failure  to  restrict  misleading 
promotions  can  result  in  terrible  tragedy  to 
people,  but  the  response  of  the  FTC  to  the 
evidence  produced  by  the  AMA  “was  astonish- 
ing.” The  agency  held  that  the  AMA’s  stance 
against  physician  testimonials  is  unacceptably 
overbroad  and  entered  a sweeping  order 
prohibiting  the  Association  from  involving 
itself  in  any  way  in  the  advertising  practices  of 
physicians  unless  those  practices  would  violate 
the  FTC  act. 

There  are  no  compelling  reasons  whatsoever 
to  give  the  FTC  jurisdiction  over  the  pro- 
fessions, the  physician  said.  The  FTC  has  no 
special  insight  and  to  the  contrary,  “has 
demonstrated  a distinct  lack  of  understanding 
in  this  area.”  State  regulation  is  well  suited  to 
dealing  with  unfair  methods  of  competition 
and  private  and  state  actions  may  be  taken 
under  the  federal  antitrust  laws. 

The  AMA  challenge  to  the  FTC  action  on 
the  advertising  code  has  been  accepted  for 
review  by  the  Supreme  Court  which  is 
expected  to  hand  down  a decision  in  the  case 
within  a year. 

The  American  Dental  Association  (ADA) 
told  Congress  that  the  Federal  Trade  Com- 
mission wrongfully  assumes  that  “its  inter- 
vention into  the  regulation  of  oral  health  care 
delivery  in  the  United  States  can  confer  an 
economic  benefit  to  patients  without  an 
accompanying  health  risk  and  an  adverse 
effect  on  quality  of  care.” 

ADA  President  Robert  Griffiths,  D.D.S. 
backed  legislation  that  would  strip  the  agency 
of  authority  over  the  professions.  Dentists 
provide  a service  and  not  a product;  the  FTC 
should  have  no  role  in  the  regulation  of 
dentists,  Griffiths  told  the  Senate  Commerce 
Consumer  Subcommittee. 


Alvin  Levin,  past  President  of  the  American 
Optometric  Association,  said  his  association 
believes  that  “not  only  does  the  FTC  lack  the 
authority  to  preempt  state  health  care  laws, 
but  it  should  not  be  given  such  authority  in  the 
future,  as  a matter  of  sound  public  policy.” 

Sen.  John  Melcher  (D-MT),  a veterinarian, 
said  “in  its  zeal  to  protect  the  consumer,  the 
FTC  has  far  exceeded  its  statutory  mandate.” 
Melcher  co-sponsored  along  with  Sen.  James 
McClure  (R-ID)  a bill  in  the  last  Congress  to 
impose  a two-year  moratorium  on  the  FTC 
acting  against  voluntary  associations. 


Definition  of  death. 

A presidential  commission  has  recommend- 
ed that  the  states  adopt  a model  law  that  would 
allow  physicians  to  declare  a person  dead 
whose  brain  has  stopped  functioning. 

In  the  past,  death  was  said  to  occur  when 
breathing  and  heartbeat  stopped,  and  23 
states  still  adhere  to  this  tradition.  Advances 
in  medical  technology,  which  permit  respira- 
tion and  circulation  to  be  prolonged  artificially, 
however,  have  made  this  definition  obsolete. 

Under  the  Uniform  Determination  of  Death 
Act,  “an  individual  who  has  sustained  either 
(1)  irreversible  cessation  of  circulatory  and 
respiratory  functions,  or  (2)  irreversible  cessa- 
tion of  all  functions  of  the  entire  brain, 
including  the  brain  stem,  is  dead.” 

The  law  does  not  specify  criteria  or  tests  to 
be  used  in  determining  death,  allowing  phy- 
sicians to  make  decisions  using  the  most  up-to- 
date  medical  standards. 

The  AMA,  American  Bar  Assn.,  and  Na- 
tional Conference  of  Commissioners  on  Uni- 
form State  Laws  have  endorsed  the  model  law. 
Twenty-seven  states  have  some  sort  of  law 
allowing  brain-based  determination  of  death. 

The  recommendation  was  made  by  the 
President’s  Commission  for  the  Study  of 
Ethical  Problems  in  Medicine  and  Biomedical 
and  Behavioral  Research. 
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Foreign  medical  graduates. 

The  Association  of  American  Medical  Col- 
leges (AAMC)  has  said  that  all  foreign  medical 
graduates  (FMGs)  should  pass  a practical 
“hands  on”  exam  and  that  U.S.  citizens  who 
are  FMGs  should  be  required  to  pass  as  stiff  a 
written  test  as  foreigners. 

A position  paper  adopted  by  the  AAMC  says 
domestic  students  are  repeatedly  evaluated  on 
their  essential  skills  and  personal  professional 
qualifications  in  a variety  of  educational 
settings.  After  passing  a written  examination, 
FMGs  “should  undergo  an  evaluation  in 
prepared  test  centers  in  which  qualified 
observers  can  evaluate  their  clinical  skills  and 
assess  their  personal  professional  qualifica- 
tions,” the  AAMC  said. 

U.S.  FMGs  are  asked  only  six  percent  of  the 
questions  about  subjects  in  the  basic  sciences 
that  domestic  graduates  are  asked,  the  report 
said.  Furthermore,  the  Americans  who  have 
graduated  from  medical  schools  abroad  are 
certified  if  they  pass  an  exam  prepared  by  the 
Educational  Commission  for  Foreign  Medical 
Graduates  (ECFMG)  that  has  62  percent 
fewer  test  items  and  88  percent  fewer  ques- 
tions in  basic  sciences  than  the  test  adminis- 
tered to  alien  graduates  in  the  test  known  as 
the  Visa  Qualifying  Exam  (VQE). 

“It  is  difficult  to  understand  why  U.S. 
citizens  should  be  accorded  ECFMG  certifica- 
tion on  the  basis  of  such  a lesser  evaluation, 
particularly  in  light  of  the  specific  negative 
comments  of  the  GAO  (General  Accounting 
Office)  report  relating  to  several  of  the  schools 
to  which  most  U.S.  citizens  have  access,”  said 
the  report. 

“It  is  even  more  difficult  to  understand  why 
the  ECFMG  persists  in  certifying  U.S.  citizens 
on  the  basis  of  passing  a 360-item  examination 
when  one  compares  it  to  the  examination  that 
over  75  percent  of  the  graduates  from  our 
domestic  schools  have  passed  at  the  time  they 
enter  graduate  medical  education,”  the  AAMC 
said,  noting  that  the  domestic  test  is  composed 
of  1,840  questions. 

Measures  currently  employed  to  determine 
the  adequacy  of  the  medical  education  of  the 
more  than  10,000  Americans  studying  medi- 
cine abroad  “do  not  approach  equivalency,” 
the  report  said.  “Thus,  those  who  enroll  in  the 


foreign- charted  shcools  to  which  most  U.S. 
citizens  have  access  may  return  and  eventually 
practice  medicine  deficient  in  both  knowledge 
and  professional  skills.” 

The  AAMC  said  proprietary  medical  schools 
attracting  U.S.  citizens  abroad  “now  threaten 
to  compromise”  the  achievements  of  medical 
education  in  this  country.  These  foreign 
schools  “press  both  public  and  private  policy- 
makers to  provide  special  opportunities  and 
privileges  to  their  enrollees.” 


New  drug  approval. 

A panel  established  by  two  congressmen  to 
review  the  federal  government’s  new  drug 
approval  has  completed  its  first  organizational 
meeting. 

After  a six-month  investigation,  the  com- 
mission will  make  recommendations  on  how 
the  FDA  can  speed  the  approval  of  new  drugs 
without  compromising  public  safety  and  on 
how  it  can  guarantee  quick  and  cost-effective 
removal  from  the  market  of  drugs  which  cause 
adverse  effects. 

Reps.  James  H.  Scheuer  (D-NY)  and  Albert 
Gore  (D-TN)  whose  House  Science  and 
Technology  subcommittees  are  investigating 
the  drug  approval  process,  assembled  the  25- 
member  panel. 

Scheuer  blamed  “regulatory  overkill”  at  the 
FDA  for  the  7 to  10  year  delay  between  the 
discovery  of  new  pharmaceuticals  and  their 
approval  for  use  in  the  United  States. 

F.  Gilbert  McMahon,  M.D.,  clinical  pro- 
fessor of  medicine  and  adjunct  professor  of 
pharmacology  at  Tulane  Medical  School,  New 
Orleans,  is  panel  chairman.  Other  representa- 
tives are  from  academia,  industry,  government, 
and  the  public  sector. 


Alcohol  & pregnancy. 

Women  who  are  pregnant  or  considering 
pregnancy  should  not  drink  alcohol  and  should 
watch  for  foods  and  drugs  containing  alcohol,  a 
Surgeon  General  advisory  says. 

(Continued  on  page  24A) 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District-  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill-  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kim  ball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox  ' 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Gary  Vandewege,  Alliance Wendell  Fairbanks,  Alliance 

William  W.  Lyons,  III,  Kearney  ....  Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wison,  Gothenburg Mark  Jones,  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

James  R.  Adamson,  Grand  Island.  . Gordon  D.  Francis,  Grand  Island 
John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 

Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott,  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Henkel,  Norfolk 

Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook ....  David  A Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  6061 1 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  6f  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 
Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
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WashingtoN otes 

(Continued  from  page  232) 

“Sizeable  and  significant  increases  in  spon- 
taneous abortions  have  been  observed  at 
reported  alcohol  consumption  levels  of  as  low 
as  one  ounce  of  absolute  alcohol  twice  a week,” 
the  advisory  warned.  (Two  standard  shots  of 
hard  liquor  contain  an  ounce  of  pure  alcohol). 

The  report  also  noted  that  women  who  drink 
an  average  of  an  ounce  of  absolute  alcohol  a 
day  while  pregnant  risk  bearing  children  who 
are  significantly  underweight. 

Edward  N.  Brandt,  M.D.,  Assistant  Secre- 
tary for  Health  and  acting  Surgeon  General, 
urged  physicians,  in  an  individual  mailing,  to 
pass  the  warning  on  to  their  patients. 


— A woman  who  drinks  heavily,  even  if  she 
does  not  bear  a child  with  FAS,  risks  bearing 
a child  with  one  of  the  individual  defects 
included  in  the  syndrome. 

— Heavy  alcohol  consumption  is  known  to 
decrease  mother’s  milk,  and  alcohol  is 
transmitted  to  nursing  infants  through 
breast  milk. 

The  advisory  said  the  effects  of  alcohol 
consumption  on  pregnancy  appear  to  be 
independent  of  variables  such  as  maternal 
nutrition  and  smoking  habits. 

The  letter  to  physicians  urged  them  to  ask 
their  patients  who  are  pregnant  or  considering 
pregnancy  about  alcohol  consumption  and 
include  the  information  in  their  medical 
records. 


The  advisory  also  warned  that: 

— A woman  who  drinks  enough  to  be  diag- 
nosed as  an  alcoholic  risks  bearing  a child 
with  fetal  alcohol  syndrome  (FAS),  a collec- 
tion of  birth  defects  associated  with  mental 
retardation,  central  nervous  system  dis- 
orders, growth  deficiencies,  and  a cluster  of 
facial  abnormalities  and  other  malforma- 
tions. 
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Physicians'  Classified— 

EMERGENCY  MEDICINE  — WEST 
CENTRAL  NEBRASKA:  Directorship  and  clinical 
positions  available  in  moderate  volume  emergency 
department.  Excellent  guaranteed  income  plus 
additional  stipend  for  Director’s  duties.  Pro-, 
fessional  liability  insurance  provided;  flexible 
scheduling  with  no  on-call  responsibilities.  For 
details,  forward  credentials  in  complete  confidence 
to  William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  Colorado 
80903;  or  call  toll-free  1-800-525-3681  (in  Colorado 
State  call  collect  303-471-4981). 

KANSAS  - EMERGENCY  MEDICINE  OP- 
PORTUNITIES: Clinical  positions  available 

throughout  Kansas.  Situations  range  from  mod- 
erate to  high  patient  volumes.  Excellent  compen- 
sation, plus  paid  professional  liability  insurance. 
Flexible  scheduling  without  on-call  involvement. 
For  details,  send  credentials  in  confidence  to 
William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  CO  80903. 
For  immediate  consideration  call  toll-free  1-800- 
525-3681  (within  Colorado  state  call  collect  303- 
471-4981). 

COMPHEALTH  — Locum  Tenens  — Physicians 
covering  physicians,  nationwide,  all  specialties.  We 
provide  cost  effective  quality  care.  Call  us  day  or 
night.  T.  C.  Kolff,  M.D.,  President,  CompHealth, 
175  W.  200  S.,  Salt  Lake  City,  Utah  84101,  (801) 
532-1200. 

GENERAL  OR  FAMILY  PRACTICE  OP- 
PORTUNITY: Office  space  available  for  associate 
in  general  or  family  practice.  Contact  Perry  T. 
Williams,  M.D.,  9015  Arbor,  Omaha,  Nebraska 
68124.  Phone  402-391-6623. 

OBSTETRICIANS  and  Gynecologists  wanted 
for  diagnosis,  treatment  and  patient  care  in  and  out 
of  hospital  and  consultation  at  clinic.  Requires 
M.D.  degree,  3 years  residency  in  obstetrics  and 
gynecology,  1 year  experience.  40  hours  per  week, 
$8 1 ,7 0CMR)  per  year.  Contact  Nebraska  Job  Service, 
P.O.  Box  5200,  Lincoln,  Nebraska  68505.  Tele- 
jajkone:  (402) ’’^ir 2275. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


Bactrim  is  useful  for 

the  following  infec-  A v y 

to  susceptible6  its  usefulness  in 

cafedagantms  fUlfilll  KTol  >Ul  I 

(see  indications  section 
in  summary  of  product 
information): 


thei 


*aRy 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Kiebsieiia-Entero- 
bacter,  Proteus  mirabills,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
is  due  to  ampiclllin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  llexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  In  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBCs  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopema,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

'I 

in  recurrent  urinary  tract  infections* 


from  site  to  source  Bactrim  DS 

„ , „ 160  ma  trimethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec-  

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH  TABLETS 

reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303: 426-432,  Aug  21,  1980  2.  Data  on  file. 

Medical  Department,  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.1).  convenience 


due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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Clear  correlation  belween  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male,  36  female)  seen  at  a general  psychiatric  clinic, 

Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome,  Psychosomatics  11  438-441,  Sept-Oct  1970 
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EPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS1,2 
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Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety. 12  One  author  found  a distincf 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  ARA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium R (chlordiazepoxide 
HCI/Roche)— a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 


References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed,  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders  Arch  Gen  Psychiatry  35  1359-1365,  1978  3.  Cloghorn  J The  anxiety- 
depression  syndrome.  Psychosomatics  11  438-441,  1970  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  o task  force  report  of  the  American  Psychiatric 
Association  Am  J Psychiatry  137  1163-1 172,  1980.  5.  Feighner  JP  et  al  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its  components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  6/  217 -225,  1979. 


In  moderate  depression  and  anxiety 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL * TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  ot 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  ond  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [Including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  ot 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
In  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxio,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus. 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastio  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels. 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  fo  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose* 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  ot  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  [8 Vi  x 11  in.  (22  x 28  cm)]  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  corner,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  anH  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


ROCHE  PRODUCTS  INC 
Manoti,  Puerto  Rico  00701 


4-A 


Nebraska  Medical  Journal 


October  1981 


The  Nebraska  Medical  Journal 

EDITOR-FRANK  COLE,  M.D.,  No.  13,  Bishop  Square 

3901  So.  27th  St.,  Lincoln  68502  OCTOBER,  1981  VOL.  66,  NO  10 


EDITORIALS 

Which  Side  Do  You  Sleep  On?....  233 
Anatomy  Of  An  Editor 233 

Wonderful  Words  We  Would 
Willingly  Work  Without 233 

The  Doctor  And  The  Weather 233 


ORIGINAL  ARTICLES  - 

Percutaneous  Transluminal 
Coronary  Angioplasty 235 

Chris  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Charles  S.  Wilson,  M.D. 

Alan  D.  Forker,  M.D. 


Tuberculous  Lymphadenitis 238 

Gayle  Randall 
Philip  W.  Smith,  M.D. 

L.  R.  Schultz,  M.D. 

Anticonvulsants  and  Pregnancy  . . . 240 

John  C.  Goldner,  M.D. 

My  Fifty  Years 241 

Herbert  A.  Blackstone,  M.D. 


Adolescent  Cigarette  Smoking  and 
Tobacco  Chewing  in  Nebraska  ....  243 

Ian  M.  Newman,  Ph.D. 

Elias  J.  Duryea,  M.S. 

Fracture  of  the  Month: 

Displaced  Surgical  Neck 

Fracture  of  the  Humerus 245 

John  F.  Connolly,  M.D. 


DOWN  MEMORY  LANE 247 


NEBRASKA  — 

State  Organization 23A 

The  Letter  Box 249 


BETWEEN  CASES 249 


AROUND  THE  WORLD  — 

Coming  Meetings 250 


THE  OTHER  49  STATES  — 


WashingtoNotes 6A 

National  Organizations 20A 


FEATURES  — 

President’s  Page 248 


Address  all  correspondence  relating 
to  subscriptions,  advertising  or 
address  changes  to  Mr.  Ken  Neff, 
Business  Manager,  1512  First  Na- 
tional Bank  Building,  Lincoln,  Ne- 
braska 68508  Phone:  (402)  474-4472. 


Copyright  1981  Nebraska  Medical  Association.  Information  concerning 
reprints  ot  the  articles  in  this  Journal  and  concerning  obtaining  permission 
for  the  reproduction  of  any  portion  of  this  Journal  may  be  obtained  from  the 
Editor. 

Published  monthly  and  postage  paid  at  the  Post  Office  at  Norfolk, 
Nebraska  68701,  as  second  class  matter.  (ISSN  0091-6730) 


SUBSCRIPTION  RATE 

$10.00  Per  Year  U.S. 

$12.00  Per  Year  Foreign  Countries 
Single  Copies  $1.00  Each 


October  1981 


Nebraska  Medical  Journal 


5-A 


Before  the  next 
show,  consider 
dining  at  the 
University  Club. 
Consider  the 
gourmet  cuisine  and 
the  most  extensive 
wine  selection  in  the 
Midwest.  Consider 
the  talents  of  the 
University  Club’s 
manager,  Sivert 
Haddal... gourmet 
cook,  connoiseur, 
wine  expert  and 
gracious  host.  Just 
consider  the 
University  Club  part' 
of  your 

evening. ..we’re  part 
of  the  show. 


/ 


4 


For  Members  Only 

For  membership 
information,  contact 
Sivert  (Steve)  Haddal 
435-2902 


at 


Cocktail  Service  - 
1 1 a.m.  - 1 1 p.m. 

Dinner  - 12  p.m.  - 
2 p.m.  and 
6 p.m.  to  10  p.m. 


Lincoln  U ni  versity  Club 


1 lth  Floor,  Stuart  Building 
Lincoln,  NE  68508 


Closed  Sundays 
435-2902 


WashingtoNotes 

Experts  representing  butchers,  bakers, 
candlestick  makers  and  just  about  every  other 
human  enterprise  under  the  American  sun 
continue  to  tramp  and  tread  through  the  maze 
of  details  contained  in  the  historic  Reagan 
budget  reconciliation  and  tax  cut  legislation 
searching  to  better  understand  what’s  in  store 
for  who. 

Future  federal  spending  for  health  care  is 
pretty  clear,  however.  The  budget  reconcilia- 
tion measure  cuts  $2  billion  in  health  spending 
over  previously  projected  levels  with  most  of 
the  reductions  coming  to  roost  on  the  Medi- 
caid program. 

State  governments  will  have  to  tighten  their 
belts  on  the  Medicaid  program. 

Federal  matching  payments  will  be  reduced 
by  three  percent  in  the  fiscal  year  starting  Oct. 
1 under  the  budget  reconciliation  law.  The 
reduction  will  climb  to  four  percent  in  fiscal 
1983  and  4.5  percent  in  fiscal  1984.  More  than 
$1  billion  in  federal  payments  to  the  states  will 
be  missing. 

The  Administration’s  original  plan  for  a flat 
five  percent  cap  on  increased  federal  outlays 
for  Medicaid  was  scrapped  by  Congress.  The 
final  Medicaid  plan  followed  closely  the 
version  of  the  budget  bill  approved  by  the 
House  which  voted  a three,  two,  one  percent 
cut  over  three  years.  The  Senate  had  proposed 
a nine  percent  cap  and  reduction  of  the 
federal  minimum  contribution  to  40  percent 
from  the  present  50  percent. 

The  budget  law  provides  relief  for  states  if 
they  meet  certain  criteria.  The  federal  cut 
could  be  offset  by  one  percent  each  for 
operating  a qualified  hospital  cost  review 
program,  having  an  area  unemployment  rate 
exceeding  150  percent  of  the  national  average 
and  sufficient  recoveries  from  fraud  and  abuse 
activities.  State-effected  savings  over  a certain 
percentage  also  would  qualify  for  upping 
federal  payments. 

A controversial  Senate  amendment  that 
would  have  repealed  Medicaid  beneficiaries’ 
freedom  of  choice  of  providers  was  tossed  out 
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Claims  don't  pile  up  with  MPS 

Now  your  office  can  reduce  all  of  your  Blue  Cross/Blue  Shield  claims 
to  a diskette  with  the  Medical  Processing  System.  Just  mail  the  diskette 
and  avoid  all  of  the  paperwork.  And  payment  is  guaranteed  in  72  hours. 

An  MPS  exclusive. 

We  can  also  save  your  staff  as  much  as  80%  of  the  time  they  are 
presently  spending  processing  other  claims. 

Another  feature  of  the  Medical  Processing  System  keeps  track  of  all 
your  hospital  patients.  You  get  a day-to-day  worksheet  listing  all  of  your 

hospital  patients  in  room  number  order.  MPS  also  produces  a daily  hospital  transaction  register  and  discharge 
report.  Charges  are  processed  when  the  patient  is  discharged  — not  a week  or  two  later. 

MPS  is  an  in-house  computer  system  that  uses  the  IBM  Series/1  computer.  Patient  information  never 
leaves  your  office  so  you  are  not  dependent  on  the  mail,  telephone  company  or  any  other  third  party  to  help 
manage  your  practice. 

You  don't  need  a special  data  processing  staff  to  put  MPS  to  work  for  you.  Our  professionals  can  train 
your  present  staff.  After  training  is  completed,  we  are  only  a telephone  call  away  if  a problem  should  arise.  We 
can  go  right  to  the  heart  of  the  problem  through  the  telephone  line  just  like  we  were  in  your  office. 

For  more  information  on  how  you  can  put  MPS  to  work  for  you,  call  or  write: 


PROFESSIONAL  „ 


HORIZONS 


PROVIDING  COMPUTER  SYSTEMS  FOR  THE  PROFESSIONAL  OFFICE 
P.O.  BOX  362  — 

HASTINGS,  NEBRASKA  68901  • TELEPHONE  (402)  463-7717 
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ACE  THE  ACHE 

with 


Double  fault  for 
weekend  warrior 


RAIN  AND  TENSION 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC — Abbreviated  Summary 

‘INDICATIONS  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences-  National  Research 
Council  and  or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly'  eflective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use  i e 
more  than  four  months  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
lo  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  lo  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS  Should  drowsiness,  afaxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue. patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  eg  caffeine  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re 
actions  This  response  develops,  as  a rule  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae  ecchymoses.  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis . and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  lo  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidenfal  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness  with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombmemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 
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‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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for  mild  to  moderate  pain 


Wygesic© 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de* 
pressants  has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers  alcohol  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
see  Management  of  Overdosage 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS  The  most  frequent  ad- 
verse reactions  are  dizziness  sedation,  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pam.  skin  rashes,  light-headedness,  head- 
ache weakness  euphoria  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene m doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  m comb 
nation  with  alcohol,  tranquilizers  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warningsi 
Confusion,  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea  vomiting  anorexia,  and 
abdominal  pam.  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms  the  patient  may 
feel  less  ill  however  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  IV  .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patients 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  m poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal  j 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective m removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  aniidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against  j 
liver  damage  it  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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EACH  DAY  INFLATION  BECOMES  WORSE  THE  VALUE 
OF  DIAMONDS  BECOMES  MORE  PRECIOUS  — 


In  1980  gold  and  silver  plummeted  after  setting  all-time  high  records.  Of  course,  so  did  almost  everything  else! 

Everything,  that  is,  except  investment  diamonds  . . . Even  small  investors  ($500)  experienced  renewed  hope  as  diamond 
value  remained  firm  in  the  face  of  chaos.  Record  interest  rates,  record  taxes,  record  recession  and  record  inflation 
destroyed  many  investment  and  savings  plans. 

Diamond  owners  profited.  We  would  like  to  show  you  how.  IDC  is  the  nation’s  largest  investment  diamond  supplier. 
Call  us.  Our  local  Diamond  Service  Representative  will  schedule  a no-obligation  educational  presentation,  a story  of 
diamond  success.  Send  in  this  coupon  today  — don’t  put  off  your  chance  to  beat  inflation. 


International  Diamond  Corporation 

5625  “O”  Street,  Suite  14 
Lincoln,  Nebraska  68510 
402/489-5388 


Yes,  I want  a local  IDC  Diamond  Account  Represen- 
tative to  schedule  a no-obligation  educational 
presentation  on  how  1 can  benefit  from  diamond 
investment  opportunities.. 


Name 

Address 

City 

i 1 

State 

ZIP 

Flione 

Return  to:  International  Diamond  Corporation 
5625  "O”  Street,  Suite  14 
Lincoln,  Nebraska  88510 


The  NME 
"establish 
your 

practice" 

benefits 

package: 


‘Over  60  well  equipped  acute 
care  hospitals. 

‘Selected  financial  assistance. 

‘Management  consulting. 

‘An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

‘Locations  from  coast 
to  coast. 


if  you're  a Primary  care  Physician,  call 
for  yours  today. 


For  further  information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 
National  Medical  Enterprises 
11620  wilshlre  Blvd.,  Los  Angeles,  California  90025. 
Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 

nHTionnb  idedicbl 
eniBRPRises,  me. 

^ "The  Total  Health  care  Company." 

An  Equal  Opportunity  Employer  M/F 


WashingtoNotes 

(Continued  from  page  6A) 

in  conference.  Instead,  the  bill  allows  states  to 
apply  for  waivers  from  the  Health  and  Human 
Services  (HHS)  Secretary  to  eliminate  free- 
dom of  choice,  allowing  states  to  direct 
beneficiaries  to  hospitals  or  physicians. 

The  law  permits  states  to  require  individuals 
who  overutilize  services  to  use  selected  pro- 
viders, and  allows  states  to  limit  the  participa- 
tion of  providers  found  to  have  abused  the 
program. 

The  Medicaid  section  of  the  budget  law 
provides  that  states  in  developing  their  hos- 
pital reimbursement  payment  rates  must  take 
into  account  the  situation  of  hospitals  that 
serve  a disproportionate  number  of  low- 
income  patients.  The  HHS  Secretary  is  re- 
quired to  develop  a model  prospective  pay- 
ment methodology  for  inpatient  hospital  ser- 
vices designed  for  use  in  both  Medicaid  and 
Medicare. 

States  are  authorized  to  buy  laboratory 
services  and  medical  devices  through  competi- 
tive bidding.  The  HHS  Department  could 
allow  states  to  establish  cost-effective  ar- 
rangements for  services  and  drugs. 

States  are  given  the  okay  to  enter  into 
Medicaid  prepaid  risk  arrangements  with 
federally  qualified  health  maintenance  or- 
ganizations (HMOs).  The  limitation  on  Medi- 
care and  Medicaid  enrollment  in  HMOs  with 
state  Medicaid  contracts  is  raised  from  50 
percent  to  75  percent  of  the  total  membership. 

* * * 

The  Reagan  Administration  has  told  the 
nation's  governors  it  is  committed  to  achieving 
the  type  of  block  grants  favored  by  the 
governors. 

HHS  Secretary  Schweiker,  meeting  with  the 
governors,  commended  the  governors  for  their 
support  in  the  Administration’s  tangle  with 
Congress  on  the  block  grant  issue.  He  con- 
ceded that  the  result  was  a long  way  from  the 
original  goal  of  turning  the  responsibility  over 
to  the  states,  but  promised  an  effort  will  be 
made  next  year  to  put  more  federal  programs 
into  block  grants. 

(Continued  on  page  14A) 
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Two  convenient  dosage  forms: 

100  mg  (white)  and  300  mg  (peach) 
Scored  Tablets 

Tablets  imprinted  with  brand  name  to 
assist  in  tablet  identification. 


ft 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Wanted:  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians.  For 
such  physicians,  we  offer  a practice  that  is 
practically  perfect,  where  in  almost  no  time  you 
experience  a spectrum  of  cases  some  physicians 
do  not  encounter  in  a lifetime,  where  you 
prescribe,  not  the  least  care,  nor  the  most 
defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine  is  the 
perfect  setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-ranging  oppor- 
tunities for  the  student,  the  resident,  and  the 


practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army  resi- 
dents generally  receive  higher  compensation 
and  greater  responsibility  than  do  their  civilian 
counterparts  and  score  higher  on  specialty 
examinations. 

Army  Medicine  offers  an  attractive  alternative 
to  civilian  practice.  As  an  Army  Officer,  you 
receive  substantial  compensation,  extensive 
annual  paid  vacation,  a remarkable  retirement 
plan,  and  the  freedom  to  practice  without 
endless  insurance  forms,  malpractice  pre- 
miums, and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s  practically  all  medicine. 
Phone:  913-684-4898  (Call  Collect) 

An  Equal  Opportunity  Employer 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


P.O.  Box  83108.  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


WashingtoNotes 

(Continued  from  page  12A) 

In  acting  on  the  Administration's  proposal  to 
place  a wide-range  of  programs  into  block 
grants,  including  26  health  programs,  Congress 
gave  the  Administration  at  best  half-a-loaf. 
About  20  health  programs  were  placed  in 
block  grants  in  the  budget  reconciliation 
measure,  and  most  of  these  were  wrapped  in 
restrictions  as  to  how  the  states  could  spend 
the  money. 

The  block  grant  concept  is  to  place  a group 
of  federal  programs  into  a single  lump  sum 
allotment  to  the  states  with  the  states  then  free 
to  spend  the  money  among  the  various 
programs  as  they  choose. 

Schweiker  said  the  Administration  is  now 
working  to  design  the  block  grants  approved 
by  Congress  with  a minimum  of  federal 
regulations  so  that  the  states  will  have 
maximum  flexibility. 

White  House  and  HHS  officials  are  begin- 
ning a series  of  regional  conferences  at  all 

(Continued  on  page  21  A) 
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Each  capsule 
contains  50  mg.  of 
Dyrenium*  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 


^Step  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+ supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+ supplement  or  K+-sparing  agent) 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR  The  following  is  a brief 
summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  It  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con 
venient  in  patient  management  Treatment  ot  hyperlen 
sion  and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
ot  potassium  is  markedly  impaired.  If  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used  Hyper 
kalemia  can  occur,  and  has  been  associated  with  cardiac 
irregularities  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  It  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz 
ards.  including  fetal  or  neonatal  laundice,  thrombocytopenia, 
other  adverse  reactions  seen  in  adults  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
m patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reporled  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded  in  the  other,  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reporled  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide  interferes  with  fluorescent 
measurement  of  qumidine  Hypokalemia  is  uncommon  with 
Dyazide'  but  should  it  develop,  corrective  measures  should 
be  taken  suclr  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods.  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions,  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules.  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak  unit-of-use  bottles  of  100 
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No  one  wakes  up 
thinking,  "Today 
I’m  going  to 
abuse  my  childr 

Abuse  is  not  some- 
thing we  think  about.  It’s 
something  we  do. 

Last  year  in  America, 
an  estimated  one  million 
children  suffered  from 
abuse  and  neglect,  and  at 
least  2,000  of  them  died 
needless,  painful  deaths. 

The  fact  is,  child 
abuse  is  a major  epi- 
demic in  this  country. 

The  solution?  Part  of 
it  lies  in  your  hands.  With 
enough  volunteers,  local 
child  abuse  prevention 
programs  could  be 
formed  to  aid  parents  and 
children  in  their  own 
communities.  With  your 
help,  most  abusers  could 
be  helped.  Please  write 
for  more  information  on 
child  abuse  and  what  you 
can  do. 

What  will  you  do 
today  that’s  more  impor- 
tant? 


Abused  children  are 
helpless. 
Unless  you  help. 


Write:  National  Committee  for 
Prevention  of  Child  Abuse, 

Box  2866,  Chicago,  III.  60690 


A Public  Service  of  This  Magazine 

& The  Advertising  Council  Come 


Specify 

r § 9m'  e 

Librax 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
u/hich  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly''  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and- 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
FICI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CF15  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium’*  (chlordiazepoxide  FICI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Flo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
FICI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Byncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide  FICI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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A visible  difference  in 
myoelectric  rhythms  of 
the  colon 

Studies  reveal  an  increased  fre- 
quency of  3-cycles-per-minute  slow 
wave  basic  electrical  activity  in  the 
colons  of  patients  with  IBS — a sig- 
nificant difference  in  basic  colonic 
rhythm  patterns  from  normal  sub- 
jects.12 These  findings  suggest  a 
physiological  basis  for  the  spasm 
and  hypermotility  characteristic  of 
IBS.  The  role  of  severe  anxiety  in 
triggering  or  aggravating  such 
symptoms  has  long  been  recog- 
nized. Consequently,  treatment 
should  focus  on  both  aspects 
of  the  problem. 

Librax:  A logical  choice  for 
patients  with  IBS 

Logical,  because  the  antimotility- 
antispasmodic  actions  of  the 
Quarzan®(clidinium  bromide/Roche) 
component  of  Librax  can  help 
to  relieve  the  distressing  abdominal 
symptoms  associated  with  IBS* 
Logical,  because  the  antianxiety 
actions  of  the  Librium®  (chlordiaz- 
epoxide  MCI/Roche)  component 
can  help  to  reduce  the  excessive 
anxiety  that  can  contribute  to  IBS 
flare-ups. 

References:  1.  Sullivan  MA,  Cohen  5,  5nape  WJ. 
n EnglJ  Med  298  8 7 8-883,  Apr  20,  1978 
Z.  Snape  WJ  et  at:  Gastroenterology  72 
383-387,  Mar  1977. 


Artist's  concept  of  myoelectrlcal  slow  waves 
of  the  colon  which  seem  to  determine  the 
frequency  of  colonic  motor  activity. 
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Each  capsule  contains  5 mg  chlordlazepoxide  MCI  and  2.5  mg  dldlnlum  Br. 
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* Librax  has  been  evaluated  as  possibly  effective 
for  this  Indication.  Please  see  summary  of 
prescribing  information  on  facing  page. 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  moi 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 


...takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 


Tenuate  Dospan 

(diethylpropion 
hydrochloride  USP) 


75  mg  controlled-release  tablets 


Tenuate  ® 

(diethylpropion  hydrochloride  USP) 

Tenuate  Dospan  ® 

(diethylpropion  hydrochloride  USP) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 


the#1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Precautions 
and  Adverse  Reactions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  18  separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.”  2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell  Dow 


Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  ot  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states.  Patients  with  a history 
of  drug  abuse  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result), 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect:  rather,  the  drug  should  be  discontinued.  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle:  the  patient  should  therefore  be  cautioned  accordingly.  When  central  nervous  sys- 
tem active  agents  are  used,  consideration  must  always  be  given  to  the  possibility  of  adverse  in- 
teractions with  alcohol.  Drug  Dependence:  Tenuate  has  some  chemical  and  pharmacologic 
similarities  to  the  amphetamines  and  other  related  stimulant  drugs  that  have  been  extensively 
abused.  There  have  been  reports  of  subjects  becoming  psychologically  dependent  on  diethyl- 
propion. The  possibility  of  abuse  should  be  kept  in  mind  when  evaluating  the  desirability  of  in- 
cluding a drug  as  part  of  a weight  reduction  program  Abuse  of  amphetamines  and  related  drugs 
may  be  associated  with  varying  degrees  of  psychologic  dependence  and  social  dysfunction 
which,  in  the  case  of  certain  drugs,  may  be  severe.  There  are  reports  of  patients  who  have  in- 
creased the  dosage  to  many  times  that  recommended.  Abrupt  cessation  following  prolonged 
high  dosage  administration  results  in  extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG.  Manifestations  of  chronic  intoxication  with  anorectic  drugs  include  se- 
vere dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and  personalty  changes.  The  most 
severe  manifestation  of  chronic  intoxications  is  psychosis,  often  clinically  indistinguishable  from 
schizophrenia.  Use  in  Pregnancy:  Although  rat  and  human  reproductive  studies  have  not  indi- 
cated adverse  effects,  the  use  of  Tenuate  by  women  who  are  pregnant  or  may  become  pregnant 
requires  that  the  potential  benefits  be  weighed  against  the  potential  risks.  Use  in  Children: 
Tenuate  is  not  recommended  for  use  in  children  under  1 2 years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias.  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia.  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported.  Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis.  erythema  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset  Hematopoietic  System.  Bone  marrow  depression,  agranulo- 
cytosis, leukopenia  Miscellaneous:  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians.  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride) : One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning.  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia, 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states.  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse.  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate. 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamine  (Regitine®)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage 

Product  Information  as  of  June,  1980 
Licensee  of  Merrell® 

MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey.  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 


•Registered  Trademarks  of  MERRELL-NATIONAL  LABORATORIES  Inc., 

Cayey.  Puerto  Rico  00633 

References:  1 . Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc.,  Cincinnati, 
Ohio  4521 5 2 Hoekenga  MTetal  A comprehensive  review  of  diethylpropion  hydrochloride 
In  Central  Mechanisms  of  Anorectic  Drugs,  S Garattini  and  R Samamn,  Ed  , New  York. 

Raven  Press,  1978.  pp  391-404 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
WTheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier. 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
MorrilL  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Gary  Vandewege,  Alliance Wendell  Fairbanks,  Alliance 

William  W.  Lyons,  III,  Kearney  ....  Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wison,  Gothenburg Mark  Jones,  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

James  R.  Adamson,  Grand  Island. . . . Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 

Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott,  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Henkel,  Norfolk 

Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

W’alter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoc Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook ....  David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
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WashingtoN otes 

(Continued  from  page  14 A) 

levels  of  government  to  coordinate  and  speed 
the  implementation  of  the  block  grants,  he 
said.  The  emphasis  throughout  will  be  on  de- 
regulation, Schweiker  told  the  governors. 

* * * 

The  nation’s  medical  schools  next  fiscal  year 
will  lose  $40  million  in  capitation  aid  under  the 
budget  reconciliation  law.  However,  medical 
school  and  other  health  manpower  programs  in 
general  were  not  cut  as  deeply  as  the 
Administration  recommended. 

“Schools  of  medicine  fared  quite  well 
compared  to  the  bleak  future  they  would  have 
faced  had  the  provisions  embodied  in  the 
Senate  bill  been  accepted,”  said  the  Associa- 
tion of  American  Medical  Colleges  (AAMC). 
However,  virtually  all  of  the  money  authoriza- 
tion levels  in  the  final  budget  measure  are 
below  the  current  appropriations  for  educa- 
tional activities. 

The  elimination  of  the  capitation  program  of 
general  aid  for  medical  schools  was  a foregone 
conclusion,  since  both  House  and  Senate 
budget  bills  proposed  it.  President  Carter  had 
proposed  killing  capitation  the  last  two  years 
of  his  administration. 

On  other  programs,  the  reconciliation  bill: 

*Renews  the  Exceptional  Financial  Need 
Scholarship  program  at  levels  of  $6  million, 
$6.5  million  and  $7  million  for  the  next  three 
fiscal  years. 

*Retains  the  Health  Professions  Student 
Loan  program  with  ceilings  of  $12  million, 
$13  million  and  $14  million  over  three  years. 

*Continues  the  National  Health  Service  Corps 
scholarship  program  with  awards  of  $110 
million,  $120  million  and  $130  million  for 
three  fiscal  years,  enough  money  to  provide 
550  new  scholarships  each  year.  The  Admin- 
istration and  the  Senate  had  wanted  a freeze 
of  new  scholarships. 

*Funds  the  Health  Education  Assistance  Loan 
program  at  $200  million,  $225  million  and 
$250  million. 


(Continued  on  page  252) 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  ANO  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS.  ANO  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAO  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Climtest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy — Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis.  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophiha  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic — Slight  elevations  in  SGOT,  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [iobosor] 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS. 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
References 

1 Antimicrob  Agents  Chemother . 8 91 , 1975 

2 Antimicrob  Agents  Chemother , 7 7 470.  1977 

3 Antimicrob  Agents  Chemother . 13  584.  1978 

4 Antimicrob  Agents  Chemother . 12  490,  1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler 
and  R Luthy) .11:  880  Washington,  D C American 
Society  for  Microbiology.  1978 

6 Antimicrob  Agents  Chemother . 13  861,  1978 

7 Data  on  file,  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  G L Mandell.  R G Douglas,  Jr , and  J E 
Bennett),  p 487  New  York  John  Wiley  & Sons,  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.' 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolyfic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


tefaclor 


Pulvules®.  250  and  500  mg 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WHICH  SIDE  DO  YOU  SLEEP  ON? 

You  can  lie  on  your  right  side  when  you  go  to 
bed  and  want  to  sleep;  that’s  what  I do.  Others 
prefer  the  left,  but  they  are  wrong.  Some  turn 
on  their  stomachs,  and  a few  lie  flat  on  the 
back.  Some  curl  up  like  a ball,  one  or  two  are 
almost  straight.  Some  people  twist  and  turn, 
many  wiggle. 

Some  odd  creatures  lie  down  only  with  the 
head  pointing  to  the  north,  and  even  odder 
human  beans  need  to  have  windows  open  to  go 
to  sleep.  Some  like  two  pillows  and  not  for 
medical  reasons,  some  use  none.  You  can  get 
beds  now  that  fold  like  accordions,  but  then 
you  have  to  lie  flat,  I should  think.  Some  like 
pillows  under  the  knees  or  between  them.  You 
remember  Mr.  Minnick;  he  started  with  two 
pillows  and  woke  up  with  one. 

One  individual  will  like  a soft  mattress  and 
another  wants  a hard  one.  Some  want  the  head 
raised;  others,  the  feet. 

I am  sure  you  will  want  my  recipe  for 
inducing  sleep.  My  secret  is  a hard  mattress  or 
a bedboard,  two  pillows,  a level  bed,  the  right 
side,  a flat  bed,  the  window  closed,  and  no 
wiggling.  A clear  conscience.  No  sleeping  pill, 
and  no  nightcap.  Just  teethbrushing  and 
turning  down  the  thermostat,  but  not  too 
much.  Good  night. 

F.C. 


ANATOMY  OF  AN  EDITOR. 

I can  do  without  my  toenails 
But  not  without  my  head 
If  I didn’t  have  my  ankles 
I’d  have  to  go  to  bed 

I think  I’d  shake  and  shiver 
If  I didn’t  have  my  liver 
If  I didn’t  have  my  lungs 
I couldn’t  breathe 

Without  my  throat 
How  could  I drink 
Without  my  brain 
I wouldn’t  think 

Now  I don’t  need  my  tonsils 
Or  all  of  my  toes 


I do  use  my  shoulders  and  knees 

I don’t  use  my  hair 

As  much  as  my  nose 

And  that  I use  mostly  to  sneeze 

My  hips  are  for  sitting 
My  back  is  to  hurt 
My  mouth  is  where 
Steak  and  potatoes  insert 

If  everything  I have  is  me 
Without  my  skin 
Where  would  I be 

F.C. 


WONDERFUL  WORDS  WE  WOULD 
WILLINGLY  WORK  WITHOUT 

communitization 

neocolonial 

deinstitutionalization 

watershed 

nexus 

quantum  leap 

contextual 

conceptual 

exclusivity 

psychodynamic 

cross-disciplinary 

typology 

continuum 

catchment 

ameliorating 

protean 

interface 

All  of  these  words  appeared  in  a single  book, 
in  a book  dealing  with  mental  institutions. 

F.C. 

THE  DOCTOR  AND  THE  WEATHER 

My  outdoor  thermometer  reads  34  degrees, 
above  zero,  thank  God,  television  shows  32, 
radio  says  31,  and  the  telephone  man  called  it 
41.  But  just  think  how  upset  the  patient  gets  if 
one  doctor  says  asthma  and  another  thinks  it’s 
bronchitis,  and  maybe  a third  says  emphy- 
sema; and  they  all  say  stop  smoking,  anyway. 

The  pretty  girl  on  TV  points  to  a map  and 
says  50  percent  chance  of  snow,  so  all  you 
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know  is,  it  will  snow  or  it  won 't,  which  is  exactly 
what  you  knew  before.  Well.  I can  tell  you 
you’ve  either  got  cancer  or  not.  Of  course,  in 
anesthesiology,  when  I said  you're  going  to  go 
to  sleep  now,  I was  one  hundred  percent  sure. 


I wonder  if  weatherpeople  (I  like  the  girls,  if 
they  make  a mistake,  I don’t  care)  carry 
malpractice  insurance. 

F.C. 
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ORIGINAL  ARTICLES 


Percutaneous  Transluminal 
Coronary  Angioplasty 


ERCUTANEOUS  transluminal 
coronary  angioplasty  (PTCA)  is 
a therapeutic  procedure  first 
performed  by  Dr.  Andreas  Gruntzig  in  Zurich, 
Switzerland,  on  September  16,  1977.  It  is 
designed  to  relieve  atherosclerotic  obstruction 
in  coronary  arteries  without  resorting  to 
coronary  artery  bypass  graft  surgery  (CABG). 
On  February  18,  1981,  two  patients  underwent 
successful  balloon  dilatation  at  our  institution 
and  are  the  subjects  of  this  communication. 
Informed  consent  was  obtained  in  each  case 
prior  to  the  procedure. 

Case  report  I:  DS  is  a 60  year  old  Caucasian 
male  incapacitated  by  angina  pectoris  for  four 
months  despite  Lopressor  (400  milligrams 
daily)  and  Isordil  (160  milligrams  daily).  Diag- 
nostic exercise  stress  study  (fig.  1)  reproduced 
his  symptoms  and  documented  an  ischemic 
response.  Coronary  arteriography  defined  the 
anatomical  problem.  Successful  balloon  dilata- 
tion of  the  stenosis  in  the  proximal  left  anterior 
descending  (LAD)  coronary  artery  was  compli 


CHRIS  C.  CAUDILL,  M.D. 

JOSEPH  R.  GARD,  M.D. 

CHARLES  S.  WILSON,  M.D. 

ALAN  D.  FORKER,  M.D. 

Cardiology  Department 
Bryan  Memorial  Hospital 
Lincoln,  Nebraska 

cated  by  recurrent  angina  pectoris  and  one 
episode  of  ventricular  fibrillation  which 
responded  immediately  to  cardioversion  and 
intravenous  Lidocaine.  The  gradient  across  the 
lesion  was  reduced  from  72  to  13  millimeters 
of  mercury,  and  the  angiographic  estimate  of 
the  degree  of  stenosis  was  improved  from  75 
percent  to  25  percent.  Serial  electrocardio- 
grams and  CPK  isoenzyme  determinations  over 
the  next  48  hours  demonstrated  no  conclusive 
evidence  for  myocardial  injury.  His  treadmill 
exercise  study  prior  to  dismissal  48  hours  after 
the  procedure  was  without  angina  pectoris  or 
objective  indication  of  ischemia  (fig.  2). 


Figure  1 

Preangioplasty  symptom-limited  (angina)  stress 
study:  peak-exercise  heart  rate-blood  pressure 

product  is  18,000  with  3 millimeter  horizontal  ST- 
segment  depression. 
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Figure  2 

Postangioplasty  symptom-limited  (fatigue)  stress 
study:  peak-exercise  heart  rate-blood  pressure 

product  is  now  25,740  with  nondiagnostic  upsloping 
ST-segments. 


Case  report  II:  RW  is  a 39  year  old  Caucasian 
male  with  Class  late  HI  angina  pectoris  despite 
Inderal  (240  milligrams  daily)  and  Isordil  (300 
milligrams  daily).  His  symptoms  were  cor- 
roborated by  coronary  arteriographic  and 
exercise  stress  studies.  Balloon  dilatation  of 
the  LAD  artery  was  successfully  accomplished 
without  complication  (fig.  3).  The  pressure 
gradient  was  reduced  from  84  to  15  milli- 
meters of  mercury,  and  the  angiographic 
estimate  of  the  stenosis  was  improved  from  90 
percent  to  25  percent.  His  treadmill  exercise 
study  48  hours  after  the  procedure  on  the  day 
of  dismissal  was  negative  for  angina  pectoris  or 
ST-T  change. 

Discussion:  Since  1977,  over  1600  patients 
have  elected  PTCA  as  an  alternative  to  CABG. 
Of  the  coronary  stenoses  which  have  been 
successfully  dilated,  90  percent  have  remained 
patent  at  one-to-two  year  followup.  The  only 
medication  required  afterward  in  the  vast 
majority  is  anticoagulation  therapy  (Coumadin 
and/or  antiplatelet  agents)  for  six  to  nine 
months,  and  within  72  hours  of  completing  the 
procedure,  patients  can  be  returned  to  com- 


pletely normal  activity  including  vigorous 
exercise.  Besides  avoiding  a major  surgical 
procedure  and  its  attendant  discomfort,  tem- 
porary disability,  and  expense,  other  benefits 
include  the  need  for  no  general  anesthesia  and 
the  brief  hospitalization  (usually  three  to  five 
days).  Proper  selection  maximizes  the  benefits 
and  the  probability  of  a successful  result  and 
minimizes  the  chances  of  failure  or  complica- 
tion. At  this  time,  approximately  5 to  10 
percent  of  patients  requiring  CABG  might  be 
candidates  for  balloon  angioplasty. 

Summary:  This  report  presented  the  results 
of  percutaneous  transluminal  coronary  angio- 
plasty successfully  performed  in  a community 
hospital.  While  not  likely  to  replace  coronary 
artery  bypass  graft  surgery,  it  does  represent  a 
safe,  alternative  approach  for  selected  patients 
with  arteriosclerotic  coronary  artery  disease. 
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Figure  3 

Predilatation  angiogram  (A)  demonstrating  proxi- 
mal left  anterior  descending  (LAD)  artery  stenosis 
(arrow).  Inflated  balloon  catheter  (arrow)  crossing 
area  of  lesion  (B).  Postdilatation  angiogram  (C) 
demonstrating  improved  caliber  of  LAD  stenosis 
(arrow). 
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Tuberculous  Lymphadenitis 


Introduction 

PATHOGENS  which  are  respon- 
sible for  the  syndrome  of 
mycobacterial  lymphadenitis  in- 
clude M.  bovis  and  M.  tuberculosis,  as  well  as 
several  atypical  strains.  The  atypical  myco- 
bacteria are  the  most  common  cause  of  this 
syndrome  in  the  United  States  today.1  :i  These 
include  M.  intracellulare,  M.  scrofulaceum,  M. 
fortuitum  and  M.  kansasii.4-5 

The  purpose  of  this  study  was  to  present 
five  cases  of  mycobacterial  lymphadenitis  and 
review  the  causative  organisms,  clinical  fea- 
tures, basis  for  diagnosis  and  therapy  of  this 
syndrome. 

Cases 
Case  #1 

A 17  month  old  female  had  a one  week 
history  of  sore  throat,  irritability,  and  lethargy. 
One  week  later  she  developed  a swollen  lymph 
node  in  the  right  cervical  region  which  did  not 
respond  to  oral  antibiotics.  Fever  was  absent. 
She  was  admitted  to  the  hospital  for  excisional 
biopsy  of  the  node.  The  chest  x-ray  was  normal 
and  an  intermediate  PPD  was  negative  at  less 
than  5 mm  induration  after  72  hours  with  a 
positive  Candida  control.  Smears  from  the 
excised  lymph  node  were  strongly  positive  for 
acid-fast  bacilli  and  histopathological  examina- 
tion of  the  node  showed  granulomatous  inflam- 
mation with  caseous  necrosis.  The  patient  was 
begun  on  isoniazid  (INH)  100  mg  per  day  and 
para-aminosalicyclic  acid  (PAS)  2 grams  per 
day  orally.  The  PAS  was  discontinued  after  8 
weeks  when  the  lymph  node  culture  was 
negative,  but  INH  therapy  was  continued  for 
one  year  without  evidence  of  recurrence. 

Case  #2 

A 3 year  old  white  male  had  a one  month 
history  of  weight  loss,  low  grade  fever  and 
right-sided  neck  mass  of  increasing  size.  His 
tuberculin  skin  test  was  positive  at  17  mm 
induration,  and  the  chest  x-ray  was  normal.  He 
had  been  unsuccessfully  treated  with  oral 
antibiotics  and  drainage  of  the  right  anterior 
cervical  lymph  node  abscess.  At  surgery  a 
lymph  node  was  identified  and  excised.  Acid- 
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fast  smears  were  positive;  caseous  necrosis 
and  granulomatous  inflammation  were  found 
on  pathological  examination.  M.  intracellulare 
was  cultured  from  the  lymph  node.  Medical 
therapy  consisted  of  INH  150  mg  per  day  and 
PAS  3 grams  per  day  orally  for  one  year.  There 
was  no  recurrence. 

Case  #3 

A 19  month  old  white  male  was  reported  to 
be  in  good  health  until  8 weeks  prior  to 
presentation  when  he  developed  a firm  mass  in 
his  right  neck  associated  with  low  grade  fever. 
3 or  4 weeks  earlier  the  patient  had  consumed 
unpasteurized  milk.  Before  admission,  the 
cervical  swelling  failed  to  resolve  despite 
treatment  consisting  of  oral  antibiotics  and 
incision  and  drainage.  The  lymph  node  sub- 
sequently drained  chronically.  The  patient  was 
admitted  for  excision  of  the  node  and  fistulous 
tract.  Chest  x-ray  was  normal.  A PPD  skin  test 
showed  no  induration  at  72  hours  with  a 
positive  Candida  control.  Rare  acid-fast  bacilli 
were  noted  on  a smear  from  the  excised  lymph 
node;  the  histopathological  exam  demon- 
strated granulomatous  inflammation  with 
caseous  necrosis.  Cultures  grew  M.  intracellu- 
lare. The  patient  was  treated  with  INH  150  mg 
per  day  and  streptomycin  (SM)  20  mg/kg/d 
initially.  SM  was  later  replaced  by  PAS  200 
mg/kg/d,  but  PAS  was  discontinued  due  to 
side  effects.  INH  was  discontinued  after  7 
months  with  no  evidence  of  recurrent  disease 
on  follow  up  three  months  later. 
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Case  #4 

A3  Yi  year  old  white  male  was  admitted  for 
excision  of  2 right  cervical  masses.  One 
swelling  had  developed  just  below  the  pinna  3 
months  prior  to  admission,  the  other  had 
recently  developed  under  the  body  of  the 
mandible.  There  were  no  systemic  symptoms. 
Therapy  with  incision  and  drainage  and  oral 
penicillin  had  been  unsuccessful.  The  chest  x- 
ray  was  normal.  The  patient  had  a strongly 
positive  PPD  skin  test  of  20  mm  induration. 
The  lymph  nodes  were  excised  and  smears 
were  positive  for  acid-fast  bacilli,  Caseating 
necrosis  with  granulomatous  inflammation 
were  seen  on  pathological  examination,  and 
the  cultures  grew  M.  intracellulare.  Medical 
therapy  consisted  of  INH  10  mg/kg/d  and  PAS 
200  mg/kg/d.  There  was  no  evidence  of 
disease  after  one  year  and  medications  were 
discontinued. 

Case  #5 

A 25„year  old  American  Indian  female  was 
admitted  to  the  hospital  for  evaluation  of  a 
swollen  left  supraclavicular  lymph  node  which 
had  progressively  increased  in  size  over  the 
last  2 months.  She  had  no  systemic  symptoms, 
but  did  have  a history  of  a previously  positive 
PPD  skin  test.  A repeat  PPD  skin  test  was 
positive  at  > 10  mm  induration.  The  chest  x- 
ray  was  normal.  The  patient  underwent  ex- 
cision of  a left  supraclavicular  lymph  node.  No 
organisms  were  seen  on  acid-fast  smears. 
Histologically,  the  node  contained  caseating 
necrosis  and  granulomatous  inflammation  with 
occasional  Langhans’  giant  cells.  Cultures  grew 
M tuberculosis.  At  discharge  the  patient  was 
prescribed  INH  300  mg  per  day  and  etham- 
butol  (EMB)  1.2  grams  per  day.  After  18 
months  of  therapy  the  medications  were 
discontinued.  The  patient  demonstrated  a 
normal  chest  x-ray  and  no  evidence  of  local 
disease. 

Discussion 

4 of  the  patients  in  this  study  had  unilateral 
lymphadenopathy  and  involvement  of  the 
anterior  cervical  lymph  node  chain.  All  four 
were  children  with  atypical  mycobacterial 
infection.  Lymphadenitis  due  to  atypical  myco- 
bacteria is  usually  unilateral,5  limited  to  one 
group  of  nodes  and  found  without  evidence  of 
disease  elsewhere.  One  of  our  patients  had  a 


draining  sinus,  which  is  a complication  seen 
following  incision  and  drainage  in  about  50%  of 
other  reports.1  The  adult  patient  in  this  series 
had  disease  of  the  supraclavicular  nodes 
secondary  to  M tuberculosis.  With  M.  tuber- 
culosis lymphadenitis,  disease  is  often  found 
elsewhere  in  the  body.4 

The  epidemiologic  history  may  provide  a 
clue  to  the  etiology.  One  patient  had  a history 
of  exposure  to  tuberculosis  and  prior  positive 
PPD  skin  test;  her  lymph  node  culture  grew  M. 
tuberculosis.  A second  had  a history  of  drinking 
unpasteurized  milk;  M.  intercellulare  was 
cultured  from  the  excised  node. 

Systemic  symptoms  are  often  absent  and 
the  chest  x-ray  normal  in  mycobacterial 
lymphadenitis.  Culture  is  the  most  certain 
diagnostic  tool  in  confirming  this  disease,  and 
was  positive  in  4 of  5 cases  in  this  series. 
Cultures  from  the  children  in  this  study  grew 
M.  intracellulare,  while  the  single  adult  grew 
M tuberculosis. 

Skin  testing  is  helpful  for  substantiating  the 
diagnosis  of  mycobacterial  lymphadenitis,  but 
should  not  be  considered  diagnostic.  3 of  5 
patients  in  this  series  had  10  mm  or  more 
induration  on  PPD  skin  test  (See  Table  1). 
Schaad  found  that  90%  of  their  cases  with 
atypical  infections  had  positive  PPD  skin 
tests,5  and  Belin  had  10  of  13  with  positive 
skin  test  results.1  In  adenitis  caused  by  M. 
tuberculosis,  the  PPD  skin  test  is  almost  always 
positive. 

All  but  one  of  the  patients  reviewed  in  this 
study  had  acid  fast  bacilli  visualized  on  smear 
of  the  lymph  node  and  the  exception  eventual- 
ly yielded  M.  tuberculosis  from  the  lymph  node 
culture.  Schaad5  found  that  approximately 
50%  of  those  with  atypical  mycobacterial 
adenitis  had  acid  fast  organisms  visualized  on 
smear  of  the  node,  while  in  Toblin's  study6 
acid-fast  bacilli  were  demonstrated  in  23  of  31 
cases. 

Demonstration  of  caseous  necrosis  and 
granulomatous  inflammation  on  histological 
exam  of  the  excised  lymph  nodes  suggests  the 
diagnosis  of  mycobacterial  lymphadenitis. 
These  findings  were  present  in  all  nodes 
removed  in  our  cases  and  in  other  series.15 

Surgical  treatment  must  include  complete 
removal  of  the  chronic  fistulous  tract  as  well  as 
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involved  node,  if  recurrence  is  to  be  pre- 
vented.1’ Surgical  therapy  was  supplemented 
by  drug  therapy  in  all  of  our  cases;  most 
commonly  INH  was  combined  with  PAS  or 
EMB.  Although  some  authors  believe  surgical 
excision  alone  is  curative,  drug  therapy  in 
atypical  mycobacterial  lymphadenitis  is  ad- 
visable, at  least  until  M.  tuberculosis  infection 
has  been  ruled  out.  The  therapy  of  generalized 
M.  tuberculosis  infection  involves  multiple 
drugs. 


Case  # 
1 
2 

3 

4 

5 


Table  1:  Case  Summary 

TB  Culture  PPD>10mm  AFB  Stain 

- - + 

+ + + 

+ + + 

+ + 

+ + - 
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Anticonvulsants  and  Pregnancy 


THE  care  of  women  of  child- 
bearing age  has  improved  sig- 
nificantly over  the  last  several 
decades.  The  thalidomide  tragedy  emphasized 
the  danger  of  medication  taken  by  potentially 
pregnant  women.  This  led  to  a healthy 
reduction  in  the  use  of  tranquilizers  and  mood 
altering  drugs.  It  also  resulted  in  scrutiny  of  all 
medications  taken  by  women  with  chronic 
diseases  such  as  epilepsy.  These  studies  have 
reported  findings  which  seem  to  me  to  produce 
anxiety  out  of  proportion  to  their  significance 
in  many  people. 

There  is  no  totally  safe  anticonvulsant  drug. 
It  is  unlikely  that  any  drug  with  significant 
beneficial  effect  on  the  nervous  system  will 
ever  be  totally  harmless  to  all  developing 
fetuses.  Current  anticonvulsants  produce 
transplacental  adverse  effects  by  4 mechan- 
isms: (1)  Teratogenetic  effects;  (2)  Effects  on 
non-nervous  organ  systems,  such  as  hemor- 
rhagic disease  of  newborn  after  exposure  of 
pregnant  women  to  Tridione  (trimethadione), 
Mesantoin  (mephenetoin),  Dilantin  (diphenvl- 
hydantoin),  and  phenobarbital;  (3)  Excessively 
high  maternal  blood  levels  of  anticonvulsants 
producing  respiratory  depression;  and 
(4)  Withdrawal  reactions.  The  third  and  fourth 
mechanisms  are  extremely  rare. 
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Epidemiologic  studies  have  shown  a con- 
genital malformation  rate  of  about  7%  in 
children  born  of  pregnant  women  on  anticon- 
vulsant medications  compared  to  about  2.5% 
in  the  normal  population.  These  statistics  can 
be  interpreted  to  mean  the  newborns  of 
epileptic  mothers  are  2-4  times  more  likely  to 
have  congenital  malformations  and  thus  the 
women  should  discontinue  anticonvulsants 
before  becoming  pregnant,  or  the  statistics  can 
mean  that  newborns  of  epileptic  mothers  on 
anticonvulsants  have  greater  than  a 90% 
chance  of  being  normal  and  thus  the  mothers 
should  protect  themselves  by  remaining  on 
their  anticonvulsants.  A crucial  bit  of  informa- 
tion missing  from  this  dilemma  is  the  rate  of 
fetal  malformation  in  epileptic  women  not 
taking  anticonvulsant  medication  and  the 
effect  of  various  types  and  frequencies  of 
seizures  on  the  developing  fetus.  The  mechan- 
ism of  fetal  malformation  after  exposure  to 
anticonvulsants  remains  uncertain. 
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At  present,  several  actions  seem  reasonable 
in  anticonvulsant  management  of  the  pregnant 
woman.  First,  maintain  seizure  control  with  as 
few  drugs  as  possible.  Second,  most  anti- 
convulsant drugs  are  satisfactory  in  the  preg- 
nant woman  though  Tridione  should  be  avoided 
with  substitution  by  Depakene  (Valproic  acid), 
Zarontin  (ethosuximide),  or  phenobarbital. 
Third,  if  seizures  occur  more  frequently  during 
pregnancy,  obtain  blood  levels  and  adjust  the 
dosage  of  the  present  medication  before 
switching  to  a new  one.  Fourth,  no  evidence 
currently  contraindicates  the  intravenous  use 
of  standard  drugs  such  as  Valium  (diazepam), 
phenobarbital,  and  Dilantin  in  the  treatment  of 
status  epilepticus  in  the  pregnant  woman. 
Fifth,  one  must  be  aware  of  the  possible 
increased  need  for  Vitamin  K in  the  newborn 
child  of  a woman  on  anticonvulsants  and 
clotting  factor  should  be  checked  2-4  hours 
after  the  first  1 mg  of  Vitamin  K is  given 
intramuscularly.  Vitamin  K injection  should  be 
repeated  until  clotting  factors  are  normal. 
Sixth,  one  should  observe  for  evidence  of 


My  Fifty  Years 

EVERY  year  there  are  numerous 
worn  physicians  who  look  back 
on  fifty  years  of  medical  prac- 
tice and  have  the  same  awe  I am  feeling  over 
the  progress  that  medical  science  has  made.  I 
take  great  pride  in  this  professional  progress, 
but  I take  a greater  pride  and  solace  that  the 
most  important  ingredient  in  good  medicine 
remains  unchanged,  and  that  is  the  caring 
about  a fellow  human  being. 

My  career  of  caring  officially  began  in  June, 
1931,  after  graduation  from  the  University  of 
Nebraska  Medical  School.  My  medical  school 
classes  were  embellished  with  my  necessary 
extra  jobs  of  waiting  tables  at  sorority  houses 
and  at  a restaurant,  assisting  at  a funeral  home, 
and  posing  for  art  classes.  I earned  my  board 
and  room  and  $125  per  month  during  my 
internship  at  Immanuel  Hospital  in  Omaha, 
Nebraska.  An  unnegotiated  bonus  of  my 
internship  was  meeting  my  student  nurse  wife 
on  a home  delivery.  I married  Marian  Virginia 
Gaswick  on  Easter  Sunday,  April  16,  1933, 
after  an  all  night  delivery  and  I was  never  so 


barbiturate  withdrawal  in  infants  whose 
mothers  have  been  taking  phenobarbital  or 
Mysoline  (primidone).  This  withdrawal  is 
manifest  by  hyperexcitability,  tremor,  rest- 
lessness, and  insomnia,  but  not  by  seizures. 
Seventh,  blood  levels  of  the  antiepileptic  drugs 
being  taken  by  a mother  should  be  checked 
approximately  3-6  weeks  postpartum  since 
metabolic  changes  occur  after  the  delivery  and 
may  necessitate  a lowering  of  the  anticonvul- 
sant dosage. 

In  my  experience,  the  use  of  anticonvulsants 
during  pregnancy  has  changed  very  little  in  the 
last  decade.  What  has  changed  is  the  need  to 
explain  the  various  options  regarding  anti- 
convulsants to  the  patient,  the  necessity  of 
documenting  that  this  was  discussed,  and  the 
time  required  to  relieve  the  increasing  mater- 
nal anxiety  regarding  necessary  exposure  to 
medication. 

Originally  presented  to  Nebraska  OB/GYN 
Society,  Las  Vegas,  Nevada,  December  5, 
1980. 


HERBERT  A.  BLACKSTONE,  M.D. 

pleased  that  the  stork,  this  time,  had  compas- 
sion for  my  plans. 

I opened  my  first  office  in  July  of  1932  in 
Gurley,  Nebraska.  This  region  wasn’t  foreign 
to  me  since  I grew  up  on  a farm  near  Curtis, 
Nebraska,  and  had  actually  worked  wheat 
harvest  in  this  location.  My  first  O.B.  case, 
delivered  in  a home  about  eleven  miles  out  of 
town,  netted  me  $12.50.  About  18  months 
later  I delivered  this  same  woman,  at  home,  in 
a blizzard  with  the  help  of  two  men  who 
scooped  the  drifts.  I totally  wore  out  a 1931 
Ford  Victoria  coupe  driving  day  and  night  in  the 
business  of  a general  practitioner  and  acquir- 
ing used  office  equipment  to  meet  my  budget. 
A severe  regional  outbreak  of  diptheria  added 
greatly  to  those  miles  of  home  visits  and  my 
expertise  in  giving  immunizations. 

Gurley  was  friendly  and  loyal,  but  the  dust 
storms  kept  everyone  broke  and  humble.  The 
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quarter  section  on  which  Cheyenne  County’s 
first  oil  well  was  drilled  sold  for  taxes.  Had  I 
only  bought  it! 

In  October,  1935,  a delegation  from 
Lewellen  persuaded  my  wife  and  me  to  come 
and  fill  the  void  left  by  Dr.  Ostling’s  untimely 
death  from  an  infection. 

My  first  Lewellen  case,  while  still  moving  my 
equipment,  was  a woman  with  a postabortion 
bacteremia.  Oh,  for  the  want  of  IV  gentamycin! 
Diptheria  had  also  found  Lewellen  but  im- 
munization had  begun  to  curb  its  bite.  I will 
never  forget  the  woman  who  suffered  an  85% 
body  burn  from  a kitchen  fire.  She  survived  for 
one  week  in  the  Ogallala  hospital,  which  was 
remarkable  for  that  time. 

Variety  kept  the  routine  of  a rural  practice 
from  being  boring;  severe  rattlesnake  bites, 
rabid  dog  bites,  a baby  who  swallowed  an  open 
safety  pin  and  passed  it  without  complication. 

Hospitals  were  far  and  wide  for  a Lewellen 
based  physician.  Surgeons  were  available  in 
Alliance,  Nebraska.  Small  private  hospitals 
were  located  in  Ogallala,  Chappel,  Sidney,  and 
Bridgeport.  I remember  many  long  days  and 
sleepless  nights.  Marian  and  I administered 
many  of  the  ether  anesthetics  at  these  small 
hospitals. 

In  June,  1941,  Dr.  A.  Burham  convinced  me 
to  move  my  family  (at  that  time  Marian  and 
two  daughters,  Mary  Ann  and  Carol)  to  his 
recently  vacated  home  and  office  in  Bridge- 
port, Nebraska.  We  moved  amid  floods  and 
washed  out  roads.  Our  first  night  was  spent  at 
a new  friend’s  house  without  our  to-follow 
luggage.  We  were  loaned  a pair  of  pajamas. 
Fortunately,  I chose  the  bottoms  since  I 


received  my  first  Bridgeport  middle-of-the- 
night  calls. 

Bridgeport  did  bring  a permanent  and  very 
happy  home,  regardless  of  the  war,  more 
diptheria,  snake  bites,  and  an  unforgettable 
airplane  accident,  too  many  car  accidents, 
suicides,  homicides,  polio,  and  now  Reye’s 
syndrome. 

Our  last  try  for  a boy  brought  us  another 
daughter,  and  I am  proud  to  say  she  will 
receive  the  passed  caduceus,  since  she  did 
follow  my  medical  footsteps.  I tried  to  teach 
her  more  practical  medicine  when  she  share 
my  office  for  two  years.  Now  she’s  a derma- 
tologist in  Lincoln,  Nebraska  (Ann  E.  Black- 
stone  Lott). 

Mv  eldest  daughter,  Mary  Ann  Blackstone 
Strong,  teaches  piano  to  70  students  per  week 
in  Seattle,  Washington. 

Carol  Jean  Blacktone  Goold  is  following  my 
interest  in  Boy  Scouting  by  active  participa- 
tion in  the  program  and  by  raising  “7”!!  boys  of 
her  own. 

I now  have  11  grandchildren  and  authen- 
tically restored  Model  A and  Model  T Fords.  I 
am  now  facing  one  of  the  most  difficult 
decisions  of  my  life.  Mark  Twain  says  it  takes 
great  character  to  loaf.  I am  not  sure  that  I am 
ready  for  a lifestyle  that  does  not  include  the 
practice  of  medicine.  Fortunately,  I still  have 
my  health  and  my  mind.  Does  this  mean  that 
not  only  does  the  history  of  my  knowledge  of 
medical  science  include  sulfa,  penicillin,  and 
Salk  vaccine,  but  also  CAT  scans,  computer 
diagnoses,  cancer  and  viral  cures?  I am  not 
sure;  but  I thank  God  for  the  opportunity. 
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Adolescent  Cigarette  Smoking  and 
Tobacco  Chewing  in  Nebraska 


RECENT  changes  in  the  smoking 
practices  qf  the  nation’s  youth 
give  cause  to  encourage  those 
who  have  worked  to  reduce  the  incidence  of 
adolescent  smoking.  In  Nebraska,  however, 
there  is  evidence  that  the  prevalence  of 
adolescent  smoking  is  higher  than  in  the  nation 
as  a whole. 

Detailed  national  studies  of  the  incidence  of 
adolescent  smoking  have  been  conducted  in 
1968,  1970,  1972,  1974  and  1979. 1 During  the 
first  half  of  that  period  (1968-1973)  the 
prevalence  of  smoking  among  boys  stayed 
about  the  same,  with  the  proportion  of 
smoking  in  the  12-18  years  of  age  group 
remaining  around  16%.  During  the  latter  half 
of  this  period  (1974-1979)  there  Swas  a 
decrease  in  the  proportion  of  boy  smokers 
from  16%  to  10.7%.  This  decrease  was  most 
marked  in  the  oldest  age  group  of  boys  — ages 
17-18  — where  the  proportion  dropped  from 
31%  in  1974  to  19%  in  1979. 

Changes  among  the  girls  have  not  been  as 
encouraging.  Between  1968  and  1976,  there 
were  increases  in  the  proportion  of  cigarette 
smokers  in  all  age  groups.  In  total,  the 
proportion  of  female  smokers  increased  from 
8.4%  in  1968  to  15.3%  in  1974,  and  declined 
slightly  to  12.7%  in  1979.  This  decrease, 
however,  was  not  seen  equally  in  all  age 
groups.  There  was  no  change  among  the  older 
girls  in  the  17-18  years  of  age  group. 

In  the  past,  smoking  has  been  most  preva- 
lent among  males.  In  1968,  about  twice  as 
many  boys  aged  12-18  smoked  than  did  girls. 


IAN  M.  NEWMAN,  Ph.D. 

ELIAS  J.  DURYEA,  M.S. 

University  of  Nebraska  - Lincoln 

By  1979,  12.3%  of  the  girls  smoked,  compared 
to  10.7%  of  the  boys.  This  difference  was 
largely  due  to  the  fact  that  26.2%  of  the  girls 
ages  17-18  smoked,  while  only  19.3%  of  the 
boys  in  this  age  group  smoked. 

In  1980,  a sample  of  2,616  Nebraska  youths 
in  grades  7-12  were  asked  about  their  use  of 
tobacco. 

Smoking  prevalance  in  Nebraska 

In  1980,  more  Nebraska  youths  were  smok- 
ing cigarettes  than  in  the  nation  as  a whole  in 
1979.  The  difference  in  the  years  in  which  the 
data  were  gathered  is  probably  inconsequen- 
tial in  comparing  the  national  and  Nebraska 
results  (Table  1).  In  this  study  and  the  past 
national  studies,  a smoker  was  a person  who 
had  smoked  at  least  100  cigarettes  and  was 
smoking  cigarettes  at  the  time  of  the  survey. 


Frequency 

If  young  people  smoke,  they  probably  smoke 
daily.  In  this  sample,  88.3%  of  the  boys  and 
86.5 % of  the  girls  reported  smoking  daily.  The 
remainder  indicated  they  smoked  at  least 
weekly. 


Table  1 

Percentage  smokers:  Nebraska-USA 

Males  Females 


1980  1979  1980  1979 


Nebraska 

U.S.A. 

Nebraska 

U.S.A. 

Age 

N 

% 

N 

% 

N 

% 

N 

% 

12  - 

14 

23 

6.0 

18 

3.2 

15 

3.5 

24 

4.3 

15  - 

16 

68 

13.3 

51 

13.5 

81 

16.2 

46 

11.8 

17  - 

18 

77 

22.0 

72 

19.3 

84 

23.2 

98 

26.2 

X 

= 13.5 

X 

= 10.7 

X 

= 14.0 

X 

= 12.7 
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Rural/urban  residence 

Place  of  residence  bears  some  relationship 
to  smoking  behavior.  For  both  males  and 
females,  a greater  proportion  of  youth  who 
lived  out  of  town  but  not  on  farms  were 
smokers  than  were  youth  living  on  farms  or  in 
the  town/city.  Among  the  farm  youth,  smoking 
was  least  common.  This  pattern  of  differences 
was  surprisingly  similar  for  both  males  and 
females. 

Types  of  cigarettes  smoked 

Among  the  boys,  95.9%  and  among  the  girls 
95.1%  smoked  filter-tipped  cigarettes.  Of  the 
boys,  82.5%  smoked  regular-sized  cigarettes, 
9.9%  smoked  king  size,  and  6.4%  smoked  100 
mm  cigarettes.  This  compares  to  65.4%  of  the 
girls  who  smoked  regular  sized  cigarettes, 
15.7%  king-sized,  and  18.4%  who  smoked  100 
mm  cigarettes.  The  reason  for  the  tendency  of 
girls  to  smoke  the  longer  cigarettes  is  not  clear. 

Perception  of  danger 

One  question  asked  respondents  to  assess 
the  relative  danger  (more  dangerous,  about  the 
same,  or  less  dangerous)  of  their  cigarette 
compared  to  other  kinds.  Boys  were  much  more 
likely  than  girls  to  state  that  their  cigarettes 
were  more  dangerous  than  other  kinds. 

Prediction  of  future  smoking  practices 

Compared  to  the  national  sample  of  adoles- 
cents, more  Nebraska  youth  predicted  they 
would  still  be  smoking  cigarettes  in  five  years 
time.  64%  of  Nebraska  males  and  65.4%  of 
Nebraska  females  indicated  they  would  pro- 
bably or  definitely  be  smoking  cigarettes  in 
five  years  time.  This  compares  with  only  51% 
of  the  national  sample  males  and  48%  of  the 
national  sample  females’  responses  to  the 
same  question. 

Tobacco  chewing 

Tobacco  chewing  is  reported  as  an  increas- 


ingly frequent  practice  among  adolescents. 
Only  8 females  admitted  chewing  tobacco. 
Among  the  males,  however,  90  respondents 
(7.1%)  said  they  chewed  tobacco.  33  (36.6%)  of 
these  male  tobacco  chewers  were  smokers,  and 
57  (63.3%)  were  nonsmokers.  36%  of  these 
respondents  chewed  daily,  32%  chewed  weekly, 
and  32%  reported  chewing  only  about  once  a 
month.  Chewing  does  not  appear  to  be  a new 
fad.  23%  of  the  chewers  reported  chewing  for 
more  than  3 years,  47%  had  chewed  for  2-3 
years,  and  only  30%  had  chewed  for  a year  or 
less. 

Conclusion 

Based  on  the  data  gathered  in  this  study,  it 
appears  that  Nebraska  youths  are  more  likely 
to  be  current  cigarette  smokers  than  are  those 
of  comparable  ages  in  the  nation  as  a whole. 
Similarly,  more  Nebraska  youths  have  tried 
cigarette  smoking  and  more  predict  they  will 
still  be  smokers  in  five  years  time  than  do  a 
sample  of  youth  drawn  from  the  entire  U.S.A. 
This  study  assessed  for  the  first  time,  the 
prevalence  of  tobacco  chewing  among  a sample 
of  Nebraska  young  people. 

The  fact  that  cigarette  smoking  is  more 
prevalent  among  this  sample  of  youth  than 
among  comparable  national  samples  suggests 
that  those  determining  policy  related  to  health 
education,  preventive  medicine  and  the 
development  of  programs  to  reduce  health 
risks  in  Nebraska  should  carefully  assess  the 
value  of  devoting  special  efforts  to  encourage 
reduction  of  this  practice.  As  a single  behavior, 
cigarette  smoking  probably  contributes  more 
to  unnecessary  morbidity  and  mortality  than 
any  other  single  behavior.  As  such,  programs  to 
encourage  reduction  of  the  practice  deserve 
high  priorty. 

1.  Green  D:  Teenage  smoking:  intermediate  and  long 
range  patterns.  National  Institute  of  Education. 
USDHEW,  November,  1979. 
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Fracture  of  the  Month:  Displaced  Surgical 
Neck  Fracture  of  the  Humerus 


CASE  presentation:  A 67-year-old 
nurse’s  aide  sustained  an  injury 
to  her  left  shoulder  in  a fall. 
X-rays  showed  a fracture  of  the  surgical  neck 
in  two  parts  with  the  head  fragment  in  the  joint 
and  the  shaft  fragment  displaced  medially  (Fig 
1A.)  Circulation  and  neurologic  function  distal 
to  the  fracture  were  normal. 


Figure  1-A:  Anteroposterior  roentgenogram  of 
two-part  fracture  of  the  surgical  neck  of  the 
humerus  with  bayonet  apposition. 

Figure  1-B:  Initial  roentgenogram  showed  that  the 
fracture  could  be  reduced  by  externally  rotating  the 
arm. 

Discussant  - Dr.  Connolly:  This  fracture  is 
produced  generally  by  an  indirect  torsional 
mechanism  when  the  individual  falls  on  the  out- 
stretched arm  with  the  limb  internally  rotated 
(Fig  2).  The  result  is  a slightly  oblique  fracture 
with  medial  displacement  of  the  distal  frag- 
ment. External  rotation  of  the  shaft  improves 
the  fracture  alignment  (Fig  IB),  but  main- 
taining the  reduction  may  be  difficult.  The 
initial  assessment  of  the  patient  should  include 


JOHN  F.  CONNOLLY,  M.D. 

Department  of  Orthopaedic  Surgery  and  Rehabilitation 
University  of  Nebraska  Medical  Center 
Omaha.  Nebraska 


careful  check  of  the  distal  CMS  (circulation, 
motor  and  sensory)  functions,  keeping  in  mind 
the  close  proximity  of  the  brachial  neuro- 
vascular structures  to  the  fracture  site.  The 
radiographic  assessment  should  be  done  care- 
fully to  distinguish  displaced  fractures  of  the 
tuberosities  or  dislocations  of  the  humeral 
head.  Such  comminuted  three-  or  four-part 
fractures  or  fracture  dislocations  result  from 
direct  blows  rather  than  indirect  mechanisms. 
Three-part  or  four-part  fractures  of  the 
humeral  head  and  tuberosities  are  likely  to 


Figure  2-A:  The  usual  mechanism  is  a fall  with  the 
elbow  extended  and  the  arm  internally  rotated. 
(From  Connolly,  DePalma’s  Management  of  Frac- 
tures and  Dislocations  - An  Atlas,  3rd  edition, 
Saunders,  Philadelphia,  1981.) 
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Figure  3-A:  Roentgenogram  at  10  weeks  after 
treatment  by  early  mobilization  exercises  showed 
healing  with  bayonet  alignment  of  the  fracture. 

impair  rotator  cuff  action  and  shoulder  func- 
tion and  are  generally  best  treated  operatively. 

Two  part  fractures  such  as  this  one,  can  be 
treated  best  by  emphasis  on  early  shoulder 
mobilization.  Although  the  initial  x-rays 
showed  that  the  fracture  position  improved  by 
external  rotation  of  the  arm  reduction  was  not 
attempted  since  a cumbersome  shoulder  spica 
would  have  been  required  to  hold  the  reduced 
position.  Treatment  was  based  more  on  the 
patient’s  symptoms  than  on  the  x-ray  ap- 
pearance. Less  than  anatomic  reduction  was 
accepted  since  the  displacement  of  the  shaft 
fragment  in  this  instance  would  not  impair 
shoulder  elevation.  The  rotator  cuff  structures 
remained  attached  to  the  proximal  fragment 
and  would  be  able  to  abduct  the  shoulder.  A 
collar  and  cuff  support  was  used  for  the  first 
seven  days.  Range  of  motion  exercises  were 
started  as  the  acute  pain  subsided.  Pendulum 
and  circumferential  exercises  were  possible  by 


Figure  3-B:  Axillary  roentgenogram  showed  no 
impingement  of  the  fracture  under  the  acromion. 
Full  abduction  of  the  shoulder  was  possible  at  12 
weeks. 

the  second  week  with  the  patient  extending  the 
elbow.  The  collar  and  cuff  was  discarded  by 
the  fourth  week,  but  the  patient  used  a sling 
support  while  sleeping.  After  the  fourth  week 
abduction  and  rotation  exercises  were  in- 
stituted. This  regimen  allowed  the  patient  to 
return  to  work  as  a nurse’s  aide  by  the  seventh 
week  post  injury.  The  fracture  healed  with 
external  callus  and  maintenance  of  bayonet 
apposition  (Fig  3A).  The  patient  regained  full 
range  of  motion  at  twelve  weeks  despite  the 
persistent  bayonet  apposition  of  the  shaft  on 
the  head  fragment  (Fig  3).  Abduction  of  the 
shoulder  was  not  impaired. 

This  type  of  two-part  fracture  of  the 
surgical  neck  of  the  humerus  is  an  excellent 
example  of  how  management  can  be  based  on 
a knowledge  of  mechanisms,  affected  anatomic 
structures,  and  clinical  symptoms  rather  than 
strictly  upon  roentgenographic  appearance. 
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Down  Memory  Lane 


1.  There  is  no  specific  treatment.  In  fact, 
all  treatment  seems  to  accomplish  little. 

2.  We  have  reconstructed  our  thoughts 
concerning  poliomyelitis,  and  believe  that  it  is 
a general  disease  in  which  the  whole  body  is 
involved,  and  that  the  specific  polio  germ 
which  invades  the  body  will  result  in  most 
cases  in  no  paralysis. 

3.  Within  recent  weeks  anthrax  has  re- 
appeared endemically  among  cattle  in  Ne- 
braska and  Iowa  and  has  become  a menace  to 
humans,  several  cases  of  anthrax  infection 
having  been  reported  in  farmers  and  veter- 
inarians. 

4.  The  average  woman  in  this  country 
seems  less  concerned  with  the  dangers  inci- 
dent to  operative  interference  than  with  the 
desire  to  pass  through  labor  as  quickly  and 
comfortably  as  possible.  The  medical  pro- 
fession should  not  lend  itself  to  this  conspiracy. 

5.  Fortunately  for  Nebraska,  infantile 
paralysis  so  far  this  year  has  sent  its  scourge 
particularly  in  the  direction  of  the  east;  the 
larger  number  of  cases  have  occurred  in 


Massachusetts,  New  York  and  Illinois.  The 
middle  west  has  had  relatively  few  cases  as 
compared  with  last  year. 

6.  Iodized  eggs  have  come  on  the  market. 

7.  Basic  Science  examinations  will  be 
given  at  the  State  House,  Lincoln,  October  6 
and  7. 

8.  An  elderly  lady  after  mingling  with  a 
group  of  about  twenty  physicians  recently,  said 
there  was  only  one  of  them  who  looked  like  a 
doctor  and  one  looked  and  acted  like  a 
baseball  rooter. 

9.  A clinic  for  crippled  children  was  held  at 
Falls  City  September  24. 

10.  The  lack  of  knowledge  of  the  psy- 
choneuroses and  the  treatment  adopted  by  the 
general  practitioners  is  largely  due  to  faulty 
and  inadequate  teaching  in  our  medical 
schools. 

Nebraska  State  Medical  Journal 
October,  1931 

F.C. 
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We  are  approaching  a new  membership  year 
in  organized  medicine.  Most  county  societies 
will  soon  be  sending  out  statements  for  1982. 
As  is  true  of  everything  else  in  this  country, 
inflation  has  taken  its  toll  on  Medical  Society 
expenses  these  past  few  years.  As  a result,  the 
majority  of  the  county  societies,  the  NMA,  and 
the  AMA  have  found  it  necessary  to  each  raise 
dues  slightly,  in  order  to  maintain  (and 
expand)  services  to  their  member  physicians. 
Fortunately,  the  entire  dues  package  is  tax 
deductible. 

I am  asking  all  Nebraskan  physicians, 
whether  they  are  members  or  not,  of  all  or  part 
of  the  three  branches  of  organized  medicine,  to 
close  ranks  and  everyone  join  all  three  as  a 
package. 

We  are  facing  critical  times  ahead  in  the 
arena  of  health  care  delivery.  If  Congress  and 
the  Public  both  have  their  way  in  the  next  year 
or  two  we  are  going  to  be  feed  with  delivering 
medical  care  in  a somewhat  different  manner 
than  we  have  in  the  traditional  past.  The 
“Competition”  bills  now  before  Congress  very 
well  may  be  the  motivating  force  behind  the 
change  that  is  coming  along.  Certainly  the  fact 
that  health  care  now  comprises  10%  of  the 
GNP,  and  the  turmoil  of  the  economy  itself, 
wrere  stimuli  to  the  new  proposed  legislation. 

The  Reagan  Administration  policy  of  less 
federal  money  and  less  responsibility,  and 
more  state  money  and  more  state  responsi- 
bility (such  as  block  grants),  will  soon  put  the 
NMA  into  a new  arena  in  the  representation 
of  Nebraska  physicians. 

As  a manner  of  particular  interest,  “Rep- 
presentation”  is  the  name  of  the  game!  A 


recent  AMA  survey  of  physicians  showed  that 
“Representation”  is  the  number  one  reason  for 
physicians  belonging  to  the  AMA.  This  means 
physicians  being  represented,  not  only  in 
Washington,  D.C.,  but  across  the  country, 
including  in  our  own  State  Capitol.  As  time 
marches  on,  and  the  state  and  national 
problems  increase  for  physicians,  your  NMA 
and  AMA  (and  county  societies)  are  going  to 
be  even  harder  at  work  to  see  that  physicians 
are  not  impacted  unduly  or  unfairly. 

Please  doctors,  let  us  remain  unified,  for 
divided  we  shall  surely  be  conquered,  just  as 
physicians  were  in  England  and  Canada. 

£ ■ 

Carlyle  E.  Wilson,  Jr.,  M.D. 

President,  Nebraska  Medical  Association 
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Between  Cases 

Lines  I Like. 

Life  is  one  long  process  of  getting  tired. 
Anon. 

Quote  Unquote. 

Everything  takes  longer  than  you  think. 
Murphy. 

TV. 

The  scalp  is  the  front  lawn  of  your  face. 

On  Dying. 

If  we  are  not  going  to  be  immortal, 
nevertheless  it  is  desirable  for  a man  to  be 
blotted  out  at  this  proper  time. 

Cicero. 

Words  I Can  Do  Without. 

From  time  immemorial,  an  affordable  house, 
with  an  assumable  mortgage. 

Quote  Unquote. 

Insist  on  yourself;  never  imitate. 

Emerson. 

O Come. 

Patient  was  treated  P.O.  by  medicine 
doctors. 

Witch  doctors  were  those? 


The  Letter  Box 

Dear  Dr.  Cole: 

Because  of  your  literary  cleverness  and 
leadership,  Nebraska  Medical  Journal  has 
been  most  interesting  and  entertaining.  I read 
all  your  editorial  articles,  your  special  spots 
and  enjoy  all  your  medical  and  humorous 


On  Transliteration. 

Since  the  Russian  alphabet  is  not  ours,  why 
don’t  we  write  Alexander  instead  of  Alek- 
sandr? 

And  Aqaba,  and  Iraq,  and  Qatar;  and  now 
we  are  changing  the  spelling  of  all  those 
names  of  Chinese  people  and  cities.  The 
Chinese  alphabet  isn’t  ours,  either.  Like 
Chiang  Qing. 

Right. 

I think  no  virtue  goes  with  size. 

Thoreau? 


On  Generations. 

Children  understand  their  parents  as  little 
as  parents  understand  their  children. 

Ruth  Rendell:  A judgement  in  stone. 


TV. 

The  best  coachability  that  has  been  seen. 


F.C. 


comments.  Please  keep  up  the  good  work  and 
thank  you  for  being  such  a human  editor. 

Sincerely, 

Carmen  T.  Peetz,  RN 

PS:  I’m  lucky  to  have  MD  for  a husband  who 
receives  N.M.J. 
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Coming  Meetings 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

SOUTH  DAKOTA  PERINATAL  ASSOCIA- 
TION SIXTH  ANNUAL  PERINATAL 
CONFERENCE,  “Current  Issues  in  Peri- 
natal Care,"  October  12-13,  1981;  Holiday 
Inn  of  the  Northern  Black  Hills,  Spearfish, 
South  Dakota.  9.6  continuing  education 
credit  hours  applied  for.  Guest  speakers 
include:  Preston  Dilts,  M.D.;  John  Gross- 
man,  M.D.;  George  McCracken,  M.D.;  Lu- 
Ann  Papile,  M.D.  Contact:  Margo  Varcoe, 
R.N.,  Program  Director,  S.D.P.A.,  1100  S. 
Euclid  Avenue,  Sioux  Falls,  SD  57105  (605) 
339-6578. 

CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE  ALUMNI  DINNER  — Red 
Lion  Inn  Grand  Ballroom,  Sunday,  October 
25,  1981.  Cocktails,  7:00  p.m.;  Dinner,  8:00 
p.m.  Held  in  conjunction  with  Omaha  Mid- 
West  Clinical  Society  Meeting.  Tickets  for 
alumni  dinner  are  $17.00  per  person.  Ad- 
vance reservations  are  required.  Contact: 
Mrs.  Sally  Komrofske,  Office  of  the  Dean, 
Creighton  University  School  of  Medicine, 
2500  California  Street,  Omaha,  NE  68178. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Alumni  Roundup  and  Reception, 
Monday,  October  26,  1981,  6:30-8:00  p.m., 
Red  Lion  Inn,  Omaha,  Nebraska;  in  con- 
junction with  Omaha  Mid-West  Clinical 
Society  meeting.  All  alumni,  spouses,  friends 
and  faculty  are  invited. 

49th  ANNUAL  POSTGRADUATE  AS- 
SEMBLY, Omaha  Mid-West  Clinical  Society 
October  26,  27  and  28,  1981,  The  Red  Lion 
Inn,  Omaha,  Nebraska.  For  information, 
contact:  Miss  Lorraine  E.  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical  So- 
ciety, 7363  Pacific  Street,  #210-A,  Omaha, 
Nebraska  68114. 


NEBRASKA  SOCIETY  OF  HOSPITAL 
PHARMACISTS  AT  CLARKSON  MEM- 
ORIAL HOSPITAL  — “A  Comparative 
Look  at  the  New  Calcium  Antagonist  Agents 
— Verapamil,  Nifedipine  and  Diltiazem  for 
Arrythmias  and  Angina.”  October  29,  2 p.m. 
Preregistration  is  required,  deadline 
October  23.  Fee  $15.  3.5  CME  credits. 
Contact  Warren  Narducci,  Pharm.D.,  College 
of  Pharmacy,  University  of  Nebraska  Medi- 
cal Center,  Omaha,  NE  68105.  Telephone 
(402)  559-5320. 

The  American  Medical  Association,  in  co- 
operation with  the  American  Correctional 
Health  Services  Association,  will  sponsor  its 
Fifth  National  Conference  on  Medical  Care 
and  Health  Services  in  Correctional  Institu- 
tions at  Chicago’s  Marriott  Hotel,  October  30- 
31,  1981. 

Approximately  500  people  annually  attend 
this  conference.  Nearly  40  workshops  offering 
the  greatest  variety  in  history,  will  focus  on 
every  aspect  of  correctional  institutions.  A 
sampling  follows: 

* Risk  management  and  law  suits 

* Improving  staff  morale  and  performance 

* Epilepsy  in  prisons 

* Health  problems  of  incarcerated  women 

* Health  care  needs  of  juveniles 

* Treating  the  drug  offender 

* Evaluating  jail  models 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 

DECEMBER  10-12,  1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AO  A.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St, 
Louis,  MO  63110  (314)  454-3873 
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SCIENTIFIC/SKI  MEETING  — The  North- 
western Medical  Association  convenes  for 
its  35th  Annual  Meeting  at  Sun  Valley, 
Idaho,  from  February  8 to  12,  1982. 

Diabetes  and  related  vascular,  neurologic, 
eye,  and  ENT  problems,  ski-injury  preven- 
tion, and  high-altitude  physiology  will  be 
discussed  by  experts.  Approved  for  10  CME 
Category  I credits.  Registration  3 to  5 p.m., 
February  8,  Challenger  Inn,  Sun  Valley. 
Nonmembers  registration  $100.  For  infor- 
mation, write  to  Norman  Christensen,  M.D., 
Secretary,  2456  Buhne  ‘Street,  Eureka, 
California  95501. 


International  Academy  of  Pathology:  The 

Annual  Meeting  of  the  United  States-Canadian 
Division  of  the  International  Academy  of 
Pathology  will  be  held  at  the  Sheraton  Boston 
in  Boston,  Massachusetts  from  March  1 
through  March  5,  1982.  The  Maude  Abbott 
Lecture  entitled  “Soft  Tissue  Tumors  in  the 
19th  and  20th  Century”  will  be  delivered  by 
Dr.  Raffaele  Lattes  on  March  2. 

Scientific  Papers,  Poster  Sessions,  12 
Specialty  Conferences,  and  45  Short  Courses 
are  scheduled.  Two  Special  Courses  will  be 
offered  on  “Immunopathologic  Techniques  in 
Diagnostic  Pathology”  with  Dr.  Robert  Mc- 
Cluskey  as  Course  Director  and  “Electron 
Microscopy  in  Diagnostic  Pathology”  with  Dr. 
Benjamin  Trump  as  Course  Director.  The 
Long  Course  will  be  on  “Connective  Tissues 
and  Connective  Tissue  Diseases”  with  Drs. 
Bernard  M.  Wagner  and  Raul  Fleischmajer  as 
Course  Directors. 

Two  special  lectures  are  to  be  presented 
during  the  meeting.  On  March  1,  in  celebration 
of  Harvard’s  Bicentennial,  Drs.  Gustave 
Dammin  and  Arthur  Hertig  will  present  a 
session  • on  “Contributions  of  Harvard  to 
Pathology.”  On  March  2,  Dr.  Baruj  Benacerraf, 
Nobel  Laureate,  will  speak  on  “The  Role  of 
MHC  Gene  Products  in  Immune  Regulation.” 

Information  may  be  obtained  from  Dr. 
Nathan  Kaufman,  Secretary-Treasurer,  United 
States-Canadian  Division  of  the  International 
Academy  of  Pathology,  1003  Chafee  Avenue, 
Augusta,  Georgia,  30904.  Telephone  (404) 
724-2973. 


Clinical  Cytopathology  for  Pathologists  — 
Postgraduate  Course 

The  Twenty-third  Postgrade  Institute  for 
Pathologists  in  Clinical  Cytopathology  is  to  be 
given  at  The  Johns  Hopkins  University  School 
of  Medicine  and  The  Johns  Hopkins  Hospital, 
Baltimore,  Maryland,  March  22  - April  2,  1982. 
The  full  two  week  program  is  designed  for 
pathologists  who  are  certified  (or  qualified)  by 
the  American  Board  of  Pathology  (PA),  or  its 
international  equivalent. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  27, 
1982.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
- DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  — March  24-25,  1982, 
UN  Medical  Center,  Omaha,  Nebraska; 
Speaker:  Renato  Dulbecco,  M.D.,  Salk 
Institute,  La  Jolla,  California. 

UNIVERSITY  OF  NEBRASKA  — ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  — 
April  15,  1982,  UN  Medical  Center,  Omaha, 
Nebraska;  Speaker:  Merlin  K.  DuVal,  M.D., 
National  Center  for  Health  Education,  San 
Francisco,  California.  Convocation  at  12:00 
noon.  AOA  Banquet  at  6:30  p.m.,  Omaha 
Country  Club,  Omaha,  Nebraska. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  1-4,  1982,  Omaha 
Marriott,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 
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WashingtoNo  tes 

(Continued  from  page  21  A) 

The  National  Research  Service  Awards  of 
keen  interest  to  medical  schools,  were  ex- 
tended for  two  years  at  $182  million  and  $195 
million,  substantially  above  the  $150  million 
implied  in  the  Senate  bill.  The  AAMC  said 
that  as  a result  the  National  Institutes  of 
Health  (NIH)  in  the  fiscal  year  starting  Oct.  1 
will  be  able  to  support  between  8,000  and 
10,000  trainees. 

The  final  version  of  the  Guaranteed  Student 
Loan  program  limits  eligibility  to  those  stu- 
dents with  adjusted  gross  family  incomes  of 
$30,000  or  less,  except  where  students  can 
document  need  otherwise.  All  students  must 
pay  a five  percent  origination  fee  when  they 
receive  their  loans. 

Under  the  budget  law,  grants  for  Depart- 
ments of  Family  Medicine  were  set  at  $10 
million,  $10.5  million  and  $11  million;  ceilings 
for  Area  Health  Education  Centers  were 
authorized  at  $21  million,  $22.5  million  and 
$24  million. 

Other  authorizations: 

General  Internal  Medicine  and  Pediatrics 
training  — $17  million,  $18  million,  and  $20 
million;  Family  Medicine  training  — $32 
million,  $34  million  and  $36  million;  educa- 
tional assistance  to  disadvantaged  people,  $20 
million,  $21.5  million  and  $23  million;  financial 
distress  grants  — $10  million  a year;  grants  for 
curriculum  development  — $6  million,  $6.5 
million  and  $7  million;  preventive  medicine 
initiative  — $1  million,  $1.5  million  and  $2 
million. 

Schools  of  Public  Health  were  authorized 
$21  million  over  three  years  for  capitation 
grants,  $10.5  million  for  traineeships,  $5 
million  for  health  administration  programs, 
and  $1.5  million  for  health  administration 
traineeships. 

Aid  for  nursing  education  was  continued  at  a 
much  higher  level  than  the  Administration 
recommended.  Advanced  nurse  training  was 
provided  $14  million,  $15  million  and  $16 
million.  Nurse  practitioners  training  received 
$12  million,  $13  million  and  $14  million. 
Nursing  student  loans  were  granted  $48 


million  total  over  three  years,  and  nursing 
special  projects,  $31.5  million. 

A federal  program  to  encourage  accreditat- 
ion of  people  who  perform  radiologic  pro- 
cedures and  minimum  standards  for  certifica- 
tion of  people  who  administer  radiologic 
procedures  was  a surprising  provision  of  the 
budget  reconciliation  law. 

Since  the  provision  gives  much  discretion  to 
the  HHS  Secretary,  there  is  a question  of 
whether  such  a program  will  get  far  off  the 
ground.  The  Administration  had  no  chance  to 
take  a position  on  the  measure  which  was 
opposed  in  previous  years  by  the  American 
Medical  Association  and  the  American  Hos- 
pital Association,  among  others,  on  grounds  it 
would  duplicated  existing  private  quality  con- 
trols. 

The  bill  requires  the  HHS  Secretary  to  issue 
regulations  promulgating  minimum  standards 
for  the  accreditation  of  educational  programs 
for  training  and  minimum  standards  for 
certification.  The  bill  does  not  apply  to 
practitioners. 

The  HHS  Secretary  also  is  called  upon  to 
develop  model  state  legislaton  making  it 
unlawful  for  noncertified  people  to  perform 
radiologic  procedures  and  to  provide  that 
educational  requirements  for  certification  will 
be  limited  to  those  programs  accredited  by  the 
state. 

The  provision  gives  the  HHS  Secretary 
authority  to  set  guidelines,  for  safe  levels  of 
radiologic  exposure  for  medical  and  dental 
procedures. 

There  are  no  provisions  to  enforce  compli- 
ance by  the  states,  but  the  standards  would  be 
applicable  to  federal  agencies. 

* * * 

Health  insurers  lack  financial  incentives  to 
provide  benefits  for  preventive  care,  a fed- 
erally-sponsored cost-benefit  analysis  has 
shown. 

The  up  front  cost  of  paying  for  hypertension 
screening  or  Pap  smears  is  greater  than  the 
long-term  savings  the  health  insurer  can 
expect  to  reap,  the  Congressional  Office  of 
Technology  Assessment  (OTA)  concluded. 

(Continued  on  page  24A) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Assjciation  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director  ** 

Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  66114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Suite  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 


Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

W.  Benton  Copple,  M.D.,  President 
6801  No.  72nd  St.,  Omaha  68122 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G L McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “0”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D  , Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209' West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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WashingtoNotes 

(Continued  from  page  252) 

Though  the  costs  of  screening  accrue  only  to 
the  insurer,  the  benefits  are  widely  distributed. 
They  accrue  — in  the  form  of  better  health  and 
productivity  — to  the  people  screened,  their 
life  insurers,  employers,  government,  and 
society.  The  health  insurer’s  benefits  are 
reduced  further  because  some  of  the  people 
screened  eventually  leave  the  plan. 

The  OTA  report  suggested  that  the  govern- 
ment could  provide  incentives  such  as  tax 
breaks  and  financial  assistance  to  establish 
preventive  health  programs  in  the  private 
sector.  Public-private  partnership  is  needed, 
the  report  said,  because  prevention  programs 
“are  often  too  expensive  for  either  the  public 
or  private  sector  to  undertake  independently.” 

The  OTA  report  was  one  of  17  case  studies 
of  cost-effectiveness  analysis  of  medical  tech- 
nologies. 
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Physicians'  Classified — 

EMERGENCY  MEDICINE  - WEST 
CENTRAL  NEBRASKA:  Directorship  and  clinical 
positions  available  in  moderate  volume  emergency 
department.  Excellent  guaranteed  income  plus 
additional  stipend  for  Director’s  duties.  Pro-, 
fessional  liability  insurance  provided;  flexible 
scheduling  with  no  on-call  responsibilities.  For 
details,  forward  credentials  in  complete  confidence 
to  William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  Colorado 
80903;  or  call  toll-free  1-800-525-3681  (in  Colorado 
State  call  collect  303-471-4981). 

KANSAS  - EMERGENCY  MEDICINE  OP- 
PORTUNITIES: Clinical  positions  available 

throughout  Kansas.  Situations  range  from  mod- 
erate to  high  patient  volumes.  Excellent  compen- 
sation, plus  paid  professional  liability  insurance. 
Flexible  scheduling  without  on-call  involvement. 
For  details,  send  credentials  in  confidence  to 
William  Salmo,  Chase  Stone  Center,  Holly  Sugar 
Building,  Suite  1070,  Colorado  Springs,  CO  80903. 

For  immediate  consideration  call  toll-free  1-800- 
525-3681  (within  Colorado  state  call  collect  303- 
471-4981). 

COMPHEALTH  — Locum  Tenens  — Physicians 
covering  physicians,  nationwide,  all  specialties.  We 
provide  cost  effective  quality  care.  Call  us  day  or 
night.  T.  C.  Kolff,  M.D.,  President,  CompHealth, 
175  W.  200  S„  Salt  Lake  City,  Utah  84101,  (801) 
532-1200. 

GENERAL  OR  FAMILY  PRACTICE  OP- 
PORTUNITY: Office  space  available  for  associate 
in  general  or  family  practice.  Contact  Perry  T. 
Williams,  M.D.,  9015  Arbor,  Omaha,  Nebraska 
68124.  Phone  402-391-6623. 
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Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of 
symptoms  of  anxiety  Anxiety  or  tension  associated  with  the  stress  of 
everyday  life  usually  does  not  require  treatment  with  an  anxiolytic.  Symp- 
tomatic relief  of  acute  agitation,  tremor,  impending  or  acute  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in:  relief  of 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders;  athetosis;  stiff-man  syndrome 
Oral  form  may  be  used  adjunctively  in  convulsive  disorders,  but  not  as  sole 
therapy  Injectable  form  may  also  be  used  adjunctively  in;  status  epilepticus; 
severe  recurrent  seizures,  tetanus,  anxiety,  tension  or  acute  stress  reactions 
riorto  endoscopic/surgical  procedures;  cardioversion 
he  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more 
than  4 months,  has  not  been  assessed  by  systematic  clinical  studies  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient 

Contraindications:  Tablets  in  children  under  6 months  of  age;  known 
hypersensitivity;  acute  narrow  angle  glaucoma,  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous 
occupations  requiring  complete  mental  alertness  (e  g , operating  machinery, 
driving).  Withdrawal  symptoms  similar  to  those  with  barbiturates  and  alcohol 
have  been  observed  with  abrupt  discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have 
been  reported  following  abrupt  discontinuation  of  benzodiazepines  after 
continuous  use,  generally  at  higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually  taper  dosage.  Keep  addiction- 
prone  individuals  (drug  addicts  or  alcoholics)  under  careful  surveillance 
because  of  predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

oral:  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
lieu  of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increase  in  dosage  of  standard  anticonvulsant  medica- 
tion, abrupt  withdrawal  in  such  cases  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures, 
injectable:  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use  small 
veins,  i.e. , dorsum  of  hand  or  wrist , use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation  Do  not  mix  or  dilute  Valium  with  other  solu- 
tions or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to  administer  Valium 
directly  I.  V , it  may  be  injected  slowly  through  the  infusion  tubing  as  close  as 
possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  concomitant 
use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression 
with  increased  risk  of  apnea,  have  resuscitative  facilities  available  When 
used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  'A, 
administer  in  small  increments.  Should  not  be  administered  to  patients  in 
shock,  coma,  acute  alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status.  Not  recommended  for  OB  use 
Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  prolonged 
CNS  depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over 
3 minutes)  to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third  administration,  appropriate  adjunctive 
therapy  is  recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam/Roche),  i.e., 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepressants 
Protective  measures  indicated  in  highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies.  Observe  usual  precautions  in 
impaired  hepatic  function;  avoid  accumulation  in  patients  with  compromised 
kidney  function.  Limit  oral  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation  (initially  2 to  2'A  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) 

The  clearance  of  Valium  and  certain  other  benzodiazepines  can  be  delayed 
in  association  with  Tagamet  (cimetidine)  administration  The  clinical  signifi- 
cance of  this  is  unclear 

injectable:  Although  promptly  controlled,  seizures  may  return,  re-administer 
if  necessary;  not  recommended  for  long-term  maintenance  therapy  Laryn- 
gospasm/increased  cough  reflex  are  possible  during  peroral  endoscopic 


procedures;  use  topical  anesthetic,  have  necessary  countermeasures 
available  Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol.  Use  lower  doses  (2  to  5 mg)  for 
elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation, 
depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reac- 
tions such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimulation  have 
been  reported,  should  these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  |aundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been 
observed  in  patients  during  and  after  Valium  (diazepam/Roche)  therapy  and 
are  of  no  known  significance 

injectable;  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity, 
syncope,  bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria, 
hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported 
Dosage:  Individualized  for  maximum  beneficial  effect 
oral — Adults : Anxiety  disorders,  relief  of  symptoms  of  anxiety,  2 to  10  mg 
b i d.  to  q.i.d.,  acute  alcohol  withdrawal,  10  mg  t i d. or  q i d.  in  first  24  hours, 
then  5 mg  t.i.d  or  q.i.d.  as  needed,  adjunctively  in  skeletal  muscle  spasm, 

2 to  10  mg  t.i.d.  or  q.i.d  . adjunctively  in  convulsive  disorders,  2 to  10  mg 
bid  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'A  mg  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See  Precautions.)  Children  1 to 
2'A  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not  for  use 
under  6 months) 

injectable.  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I M 
or  IV,  depending  on  indication  and  severity  Larger  doses  may  be  required 
in  some  conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated 
within  1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added  (See  Warnings  and  Adverse 
Reactions ) 

For  dosages  in  infants  and  children  see  below,  have  resuscitative  facilities 
available 

I.M.  use  by  deep  injection  into  the  muscle 

I.  V.  use:  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  IV. , it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M  or  I.V., 
and  severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M  or  IV, 
repeat  in  3 to  4 hours  if  necessary;  acute  alcoholic  withdrawal,  10  mg  I.M  or  I V. 
initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults, 

5 to  10  mg  I.M.  or  I V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary 
(tetanus  may  require  larger  doses),  in  children,  administer  I V slowly , for 
tetanus  in  infants  over  30  days  of  age,  1 to  2 mg  I.M.  or  I V , repeat  every 

3 to  4 hours  if  necessary;  in  children  5 years  or  older.  5 to  10  mg  repeated 
every  3 to  4 hours  as  needed  Respiratory  assistance  should  be  available 
Status  epilepticus,  severe  recurrent  convulsive  seizures  (I  V route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute 
intervals  up  to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary  keeping 
in  mind  possibility  of  residual  active  metabolites  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascular  status.  Infants  (over  30 
days)  and  children  (under  5 years),  0.2  to  0.5  mg  slowly  every  2 to  5 min., 
up  to  5 mo  (I  V preferred)  Children  5 years  plus.  1 mg  every  2 to  5 min  . up 
to  10  mg  (slow  I V.  preferred),  repeat  in  2 to  4 hours  if  needed  EEG 
monitoring  may  be  helpful 

In  endoscopic  procedures,  titrate  I V.  dosage  to  desired  sedative  response, 
generally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immedi- 
ately prior  to  procedure;  if  I V.  cannot  be  used,  5 to  10  mg  I M.  approximately 
30  minutes  prior  to  procedure.  As  preoperative  medication,  10  mg  I.M  , in 
cardioversion,  5 to  15  mg  I V.  within  5 to  10  minutes  prior  to  procedure.  Once 
acute  symptomatology  has  been  properly  controlled  with  iniectable  form, 
patient  may  be  placed  on  oral  form  if  further  treatment  is  required 
Management  of  Overdosage:  Manifestations  include  somnolence, 
confusion,  coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood 
pressure;  employ  general  supportive  measures,  I V.  fluids,  adequate  airway 
Use  levarterenol  or  metaraminol  for  hypotension.  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500,  Tel-E-Dose® 

(unit  dose)  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes 
of  25,  and  in  boxes  containing  10  strips  of  10.  Prescription  Paks  of  50,  avail- 
able in  trays  of  10  Ampuls,  2 ml,  boxes  of  10.  Vials,  10  ml,  boxes  of  1,  Tel-E-Ject® 
(disposable  syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam, 
compounded  with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  ben- 
zoate and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society,”  “overuse,”  “misuse”  and  “abuse,” 
my  name  is  one  of  the  reference  points.  Sometimes  even  the 
reference  point. 

These  current  issues,  involving  patient  compliance  or  dependen- 
cy-proneness,  should  be  given  careful  scrutiny,  for  they  may  impede 
my  overall  therapeutic  usefulness.  As  you  know,  a problem  almost 
always  involves  improper  usage.  When  I am  prescribed  and  taken 
correctly,  I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for 
me.  Consider  your  patients  with  heart  problems,  G.I.  problems  and 
interpersonal  problems  who,  when  their  anxiety  was  severe,  have 
been  able  to  benefit  from  the  medication  choice  you’ve  made.  Recall 
how  often  you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I 
would  have  done  without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own' 
experience,  you’ll  come  away  with  a confirmation  of  your  knowledge 
that  I am  a safe  and  effective  drug  when  prescribed  judiciously  and 
used  wisely. 


For  a brief  summary  of  product  information  on  Valium’  (diazepam/Roche)  (S,  please  see  the  preceding  page. 
Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 
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is  presenting  symptoms:  palpitations,  chest  pain, 
ironic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Vauum 

diazepam/Roche 


Please  see  summary  of  product  information  on  the  following  page 


VALIUM " (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal:  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis:  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazlnes.  nar- 
cotics, barbiturates.  MAO  Inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
Indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Vallum  and  certain  other  benzodlaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  |aundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  laundice:  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q i d , alcoholism.  10  mg  t i d.  or  q i d.  in 
first  24  hours,  then  5 mg  t i d.  or  q i d as  needed, 
adiunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i  d 
or  q.i  d ; adiunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d.  Geriatric  or  debilitated  patients . 2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children.  1 to  2'/2  mg  t.i  d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg.  white,  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25. t 
and  in  boxes  containing  10  strips  of  10.V 

♦Supplied  by  Roche  Products  Inc.,  Manati.  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8V4  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  6f  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
American  Urological  Association,  Incorporated, 
South  Central  Section 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  Street,  Suite  407 
Omaha,  NE  68114 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 


Wash  ingtoNo  tes 

Reduction  in  spending. 

The  late  summer  doldrums  of  the  nation’s 
capital  were  snapped  with  the  return  of 
Congress  and  top  federal  officials,  including 
President  Reagan,  from  summer  vacations. 

But  the  decision  by  the  Administration  to 
seek  additional  reductions  in  federal  spending 
has  tossed  aside  a hoped-for  Congressional 
adjournment  date  of  mid-October  with  mid- 
November  being  substituted.  And  this  date  is 
thought  by  many  to  be  overly  optimistic. 

Despite  its  earlier  history-making  budget 
reduction  of  some  $30  billion,  the  Administra- 
tion is  now  faced  with  an  estimated  $60  billion 
deficit  in  this  fiscal  year  (Oct.  1,  1981)  with 
even  higher  red  ink  margins  forecast  in  the  next 
two  years. 

In  its  drive  to  get  the  deficit  down  to  $42.5 
billion,  the  pre-August  guess,  some  $18  billion 
of  new  cuts  must  be  legislated.  Health 
programs  aren’t  a major  target  area,  but  few 
will  escape  the  economy  ax. 

The  President’s  urgent  request  for  a second 
round  of  budget  cuts  would  involve  a reduction 
of  $1  billion  or  more  in  federal  health 
programs,  already  hit  hard  by  the  budget 
reconciliation  measure  approved  last  August. 

Most  of  the  President’s  proposed  savings  — 
$8.4  billion  — would  come  from  a 12  percent, 
across-the-board  slice  in  appropriations  for  all 
domestic  programs.  The  health  programs  at 
the  Health  and  Human  Services  (HHS)  De- 
partment currently  are  budgeted  at  about  $6.5 
billion,  meaning  they  would  be  reduced  about 
$780  million.  Further  cuts  apparently  would 
come  from  Medicare  and  Medicaid. 

The  President  said  in  a nationally-televised 
speech  that  he  will  seek  $2.6  billion  in  cuts 
from  entitlement  programs  in  the  budget  not 
subject  to  the  appropriations  process.  These 
include  Medicare  and  Medicaid,  but  how  much 
they  would  be  hit  remains  to  be  seen. 

The  initial  reaction  from  Congress  was  that 
the  Administration  will  have  a much  tougher 
time  winning  over  the  lawmakers  this  time 
around  because  politically  popular  programs 

(Continued  on  page  17 A) 
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We’re  Not 
From  Texas 
OrL.A. 

Now  you  don't  have  to  go  1 ,000  miles  for  a Great 
Medical  Computer  System. 

Professional  Horizons  in  Hastings,  Nebraska  has  developed  the 
Medical  Processing  System  (MPS).  Physicians  in  Hastings  have  already 
put  it  to  work.  And  so  can  you. 

MPS  is  an  in-house  computer  system  that  uses  the  IBM  Series  1 
computer.  Patient  information  never  leaves  your  office  so  you  are  not 
dependent  on  the  mail,  telephone  company  or  any  other  third  party  to 
help  manage  your  practice. 

Accounts  receivable,  appointment  scheduling  and  third  party 
claims  preparation  are  standard  features.  Blue  Cross/Blue  Shield 
claims  may  be  filed  on  diskette  — no  paper!  And  payment  is 
guaranteed  in  72  hours.  An  MPS  exclusive. 

A general  ledger  and  financial  reporting  package  is  also  available. 

You  don't  need  a special  data  processing  staff  to  put  MPS  to  work  for  you.  We 
can  train  your  present  staff  in  days.  After  training  questions  can  usually  be  handled 
over  the  telephone.  Answers  are  never  far  away. 

We  can  also  show  you  how  to  avoid  expensive  additions  to  your  staff  even  if 
your  patient  load  increases  or  another  physician  joins  your  practice. 

For  more  information  on  how  you  can  put 
MPS  to  work  for  you  call  or  write: 


PROFESSIONAL  „ 


HORIZONS 


PROVIDING  COMPUTER  SYSTEMS  FOR  THE  PROFESSIONAL  OFFICE 
P.O.  BOX  362  — 

HASTINGS,  NEBRASKA  68901  • TELEPHONE  (402)  463-7717 


Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS  AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha President  Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 

Allan  C.  Landers,  M.D.,  Scottsbluff President-Elect  Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer  Y.  Roffman,  M.D.,  Omaha.  Delegate  to  the  North 

Kenneth  E.  Neff,  Lincoln Executive  Director  Central  Medical  Conference  — Dwaine  J.  Peetz, 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director  M.D.,  Neligh 

BOARD  OF  DIRECTORS  SCIENTIFIC  SESSIONS  COMMITTEE 


Carlyle  E.  Wilson,  Jr.,  M.D.,  Chm Omaha 

Allan  C.  Landers,  M.D.,  Vice-Chm Scottsbluff 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Ex-Officio: 


Harry  W.  McFadden,  Jr.,  M.D 

Alvin  A.  Armstrong,  M.D 

Stanley  M.  Truhlsen,  M.D 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D.,  Chm 

John  D.  Coe,  M.D 

Richard  D.  Gentry,  M.D 

Jon  J.  Hinrichs,  M.D 

Joseph  M.  Holthaus,  M.D 

Edward  M.  Malashock,  M.D 

Joseph  C.  Scott,  M.D 

Bowen  E.  Taylor,  M.D 

Richard  L.  Tollefson,  M.D 


. . . . Omaha 
Scottsbluff 
...  Omaha 

. . . . Neligh 
. . . Omaha 

Blair 

. . . Lincoln 
. . . Omaha 
. . . Omaha 
. . . Omaha 
. . . Lincoln 
. . . Wausa 


Robert  M.  Stryker,  M.D.,  Chm Omaha 

Richard  A.  Cottingham,  M.D McCook 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P Embury,  M.D Holdrege 

Richard  A Hranac,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

John  C.  Sage,  M.D Omaha 

Chester  Q Thompson.  Jr.,  M.D Omaha 

Bernard  F Wendt.  M.D Lincoln 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

Eugene  M.  Zweiback,  M.D Omaha 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 


LIAISON  SUB-COMMITTEE  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 


Joseph  C.  Scott,  M.D.,  Chm Omaha 

William  Doering,  M.D Franklin 

Daniel  S.  Durrie,  M.D Omaha 

Michael  Haller,  M.D Omaha 

Bernard  Kratochvil,  M.D Omaha 

David  C.  McMaster,  M.D Auburn 

R.  C.  Rosenlof,  M.D Kearney 

Joseph  E.  Stitcher,  M.D Lincoln 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D . Grand  Island 

James  S.  Carson,  M.D McCook 

Patrick  E.  Clare,  M.D Lincoln 

Francis  D.  Donahue,  M.D Omaha 

Dean  McGee,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chm Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 

Dean  A.  McGee,  M.D.,  Chm Omaha 

K.  Don  Arrasmith,  M.D Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

M.  L.  Chaloupka,  M.D Broken  Bow 

Paul  E.  Collicott,  M.D Lincoln 

Michael  J.  Ginsburg,  M.D Omaha 

Kenneth  F Kimball,  M.D Kearney 

Richard  B Svehla,  M.D  Omaha 


AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 


William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Peggy  Rapoport,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 


AD-HOC  COMMITTEE  ON  PSYCHIATRY 


Robert  Osborne,  M.D..  Chm Lincoln 

Robert  Burlingame,  M.D Beatrice 

Jon  I Hinrichs.  M.D Lincoln 

Harry  (\  Henderson,  M.D Omaha 

Bulent  Tunaken.  M.I) Omaha 

William  B.  Long,  M.D Omaha 


COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 


Herbert  E.  Reese,  M.D.,  Chm Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Clinton  D.  Heine,  M.D Columbus 

John  T.  McGreer.  Ill,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chm Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Harvey  A.  Konigsberg,  M.D Omaha 

Robert  L.  Kruger.  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O Gara,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing.  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Joseph  M.  Rapoport,  M.D Omaha 

F.  Thomas  Waring,  M.D Fremont 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Chm Omaha 

Russell  E.  Beran,  M.D Omaha 

Stanley  L.  Davis,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Stephen  R Grenier,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Theo.  J.  Lemke,  Jr.,  M.D Columbus 

Robert  E.  Lovgren,  M.D Omaha 

Russell  Mclntire,  M.D Hastings 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

Gordon  Adams,  M.D Norfolk 

James  Carson,  M.D McCook 

Donald  Prince,  M.D Minden 

Eugene  Sucha,  M.D West  Point 

Thomas  H.  Wallace,  M.D Gordon 

Lewiston  W.  Birkman,  M.D Lincoln 

Dale  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Craig  Urbauer,  M.D Lincoln 

Allen  Dvorak,  M.D Omaha 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 
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Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


RAIN  AND  TENSIO 

Double  fault  for 
weekend  warriors  dM 


f 

W*  ' 'H  mm  ■ 


ACE  THE  ACHE 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS.  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  National  Research 
Council  and  or  other  information  FDA  has  classified 
the  indications  as  follows 

Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  o<  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  nof  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  e g caffeine  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  It  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  ettect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case)  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suflered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness  with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombmemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981.  Wyeth  Laboratories 
All  rights  reserved 

'This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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Wygesic© 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC— Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  AODITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  m combination  with  alcohol, 
tranquilizers  sedative-hypnotics  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosagei 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS  The  most  frequent  ad- 
verse reactions  are  dizziness  sedation  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation  ab- 
dominal pam.  skin  rashes  light-headedness  head- 
ache weakness,  euphoria  dysphoria  and  minor 
visual  disturbances  The  chrome  ingestion  of  propox- 
yphene m doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS  Propoxyphene  in  comb 
nation  with  alcohol  tranquilizers  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings; 
Confusion,  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting  anorexia,  and 
abdominal  pain  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms  the  patient  may 
feel  less  ill;  however  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice.  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I v .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective m removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia  nausea  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  ween  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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International  Diamond  Corporation  offers  fine  diamonds,  the  safe  and  secure  asset 
for  the  ’80s. 

The  1980s  promise  to  he  a time  of  financial  security,  high  inflation,  up-and-down  gold  prices  and  stock  market 
instability.  Only  investment  quality  diamonds  offer  investors  a steady,  nonvolatile  way  to  store  wealth  and 
increase  your  investment  value. 

International  Diamond  Corporation,  the  leader  in 
investment  diamond  services,  protects  your  invest- 
ment safely  and  securely  with: 

• Insured  grade  accuracy,  guaranteed  in 
writing. 

• 10-year  history  of  successful  liquidations 
(resales) 

• Audited  records  of  profits  to  our  customers 

• Up-to-date  computerized  market  reports 

• The  I DC  “diamond  hanking”  service,  in- 
cluding the  exclusive  I DC  Passbook  Ac- 
count to  record  your  diamond  acquisitions 


International  Diamond  Corporation,  Nebraska  State  Headquarters 

5625  “O"  Street,  Suite  14.  Lincoln,  Nebraska  68510 
402/489-5388 

a M. 


Send  in  this  coupon  today  — inflation  won’t  wait. 


Yes,  I am  interested  in  learning  more  about  invest- 
ment diamonds  from  IDC.  Please  schedule  a no- 
obligation  appointment  for  me. 


Njlllf 


Address 


( ilv  State  ZIP 

(, ) 

Phone 

Return  to:  International  Diamond  Corporation 
5625  “O"  Street,  Suite  14 
Lincoln,  Nebraska  68510 


Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 


sizes 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Pediatric  Drops 

100  mg/ml 


Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTI  ARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first 


TWO  WAYS  YOUI 
WILL  SAVE  MONEY  WITI 


Introducing 


RUFEN*  (ibuprofen) 


$130  REBATE 
DIRECT  TO  YOUR 
PATIENTS  ON  EVERY 
PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  ibuprofen 
therapy. 


AND  RUFEN  IS 
PRICED  LOWER 
TO  BEGIN  WITH. 

Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC. 
BOOTS  IBUPROFEP 
IS  THE  ORIGINAL 

And  if  you  wish,  RUFEN 
may  be  substituted  for 
Motrin®,  because  it  is  bio- 
equivalent.* 

Original  research  by  The 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world,  v 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin®  (ibuprofen)  is  a registered  trademark  of  The  Upjohn 


ARTHRITIC  PATIENTS 
BUPROFEN  THERAPY. 


You  first  came  to  know 
it  as  Motrin  (ibuprofen), 
manufactured  by  Upjohn. 

Now,  as  we  have  estab- 
lished facilities  in  America, 
we  hope  you'll  come  to 
know  Boots  brand  name 
for  ibuprofen  as  RUFEN. 

BIOEQUIVALEINCY? 
OF  COURSE.* 

That's  why  you  may  substi- 
tute RUFEN  for  Motrin. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE. 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


♦ Data  on  file. 


WHEN  YOU’RE  WRITING  YOUR  NEXT 
PRESCRIPTION  FOR  IBUPROFEN, 
PLEASE  REMEMBER: 


RUFEN® 

(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochurtl 

RUFEN'  Tablets 

(Ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and 
symptoms  of  rheumatoid  arthritis  and  osteoarthritis 
during  acute  flares  and  in  the  long-term  management 
of  these  diseases  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid 
arthritis. 


RUFEN’  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEN  COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 

RUFEN  CONTRIBUTES  25*  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

RUFEN  IS  NOT  A GENERIC .. . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 

I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "Medically  Necessary^'  as  required  by  the  laws  of 
your  state. 


Sincerely, 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


♦Data  on  file. 


Boots  Pharmaceuticals,  Inc. 
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Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  to 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio- 
edema  and  bronchospastic  reactivity  to  aspirin  or  other 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS) 
WARNINGS:  Anaphylactoid  reactions  have  occurred 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINDI- 
CATIONS) Peptic  ulceration  and  gastrointestinal 
bleeding,  sometimes  severe,  have  been  reported 
Peptic  ulceration  and  gastrointestinal  bleeding,  some- 
times severe,  have  been  reported.  Peptic  ulceration 
perforation,  or  gastrointestinal  bleeding  can  end  fatally 
however,  an  association  has  not  been  established 
Rufen  should  be  given  under  close  supervision  to  patients 
with  a history  of  upper  gastrointestinal  tract  disease, 
and  only  after  consulting  the  ADVERSE  REACTIONS 
In  patients  with  active  peptic  ulcer  and  active  rheuma- 
toid arthritis,  nonulcerogenic  drugs,  such  as  gold, 
should  be  attempted.  If  Rufen  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vision, 
scotomata,  and/or  changes  in  color  vision  have  been  re- 
ported. If  developed,  discontinue  Rufen  and  administer 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with 
Rufen:  caution  should  be  used  in  patients  with  a history 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong 
bleeding  time.  Use  with  caution  in  patients  with  intrinsic 
coagulation  defects  and  those  taking  anticoagulants 
Patients  should  report  signs  or  symptoms  of  gastroin- 
testinal ulceration  or  bleeding,  blurred  vision  or  other 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insuf- 
ficiency, patients  on  prolonged  corticosteroid  therapy, 
this  therapy  should  be  tapered  slowly  when  adding  Rufen. 
DRUG  INTERACTION:  Coumarin-type  anticoagulants 
The  physician  should  be  cautious  when  administering 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blood 

|gyg|S 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen 

should  not  be  taken  during  pregnancy  nor  by  nursing 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reaction 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigas- 
tric pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdomi- 
nal cramps  or  pain,  fullness  of  Gl  tract  (bloating  and 
flatulence).  Central  Nervous  System:  dizziness*,  head- 
ache, nervousness.  Dermatologic:  rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  tinnitus, 
Metabollc:decreased  appetite,  edema,  fluid  retention. 
Fluid  retention  generally  responds  promptly  to  drug 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9%. 

Incidence  less  than  1 In  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleed- 
ing and/or  perforation,  hemorrhage,  melena.  Central 
Nervous  System:  depression,  insomnia.  Dermatolog- 
ic: vesiculobullous  eruptions,  urticaria,  erythema  multi- 
forme. Special  Senses:  amblyopia  (see  PRECAUTIONS). 
Hematologic:  leukopenia,  decreased  hemoglobin 

and  hematocrit.  Cardiovascular  congestive  heart 
failure  in  patients  with  marginal  cardiac  function, 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver 
function.  Central  Nervous  System:  paresthesias,  hal- 
lucinations, dream  abnormalities.  Dermatologic:  alo- 
pecia. Stevens- Johnson  syndrome.  Special  Senses: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
hemolytic  anemia,  thrombocytopenia,  granulocytopenia 
bleeding  episodes.  Allergic:  fever,  serum  sickness, 
lupus  erythematosus  syndrome.  Endocrine:  gyne- 
comastia, hypoglycemia.  Cardiovascular:  arrhythmias 
(Sinus  tachycardia,  bradycardia,  and  palpitations). 
Renal:  decreased  creatinine  clearance,  polyuria,  azo- 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine, 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ar- 
thritis and  osteoarthritis,  including  flareups  of  chronic 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  mg 
per  day 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription 

Boots  Pharmaceuticals,  Inc. 

Shreveport.  Louisiana  71106 


RF-009 


Was  hingtoNo  tes 

(Continued  from  page  6A) 

would  have  to  be  cut  to  the  bone.  Many 
lawmakers  talked  in  terms  of  paring  defense 
outlays  more  than  requested  by  the  Adminis- 
tration and  going  easier  on  the  domestic  side. 

In  his  speech,  the  Chief  Executive  also 
asked  Congress  to  authorize  interfund  bor- 
rowing among  the  Social  Security  trust  funds, 
a proposal  that  would  allow  the  Medicare  trust 
fund  — in  the  black  at  the  moment  — to  be 
tapped  to  help  out  the  red-ink  retirement 
funds.  President  Reagan  described  this  “as  a 
temporary  measure  to  give  us  time  to  seek  a 
permanent  solution.” 

The  larger  issue  of  bailing  out  Social 
Security  over  the  long  haul  would  be  placed 
before  a bipartisan  commission  “which  will 
review  all  the  options  and  come  up  with  a plan 
that  assures  the  fiscal  integrity  of  Social 
Security  . . .” 

Budget  Director  David  Stockman  said  a 
weapon  the  Administration  may  be  forced  to 


use  to  achieve  the  cuts  could  be  the  Presi- 
dential veto-of  appropriations  bills  that  exceed 
Administration  targets.  He  noted  that  a two- 
thirds  vote  is  required  to  overturn  a veto, 
implying  that  Congress  would  not  be  able  to 
muster  that  margin  on  Presidential  turn- 
downs. 

Meanwhile,  the  government  (as  of  Oct.  1)  is 
operating  on  a continuing  resolution  at  the 
expenditure  levels  of  the  past  fiscal  year. 

Food  additives. 

Sen.  Orrin  Hatch  (R-UT),  Chairman  of  the 
Senate  Labor  and  Human  Resources  Commit- 
tee, is  sponsoring  legislation  to  modify  the 
Delaney  Clause  that  is  an  absolute  prohibition 
on  food  additives  found  to  cause  cancer  in  man 
or  animals.  The  clause  has  been  attacked  over 
the  years  as  imposing  too  strict  a ban  on 
additives  that  have  caused  cancer  only  in  test 
animals  and  in  enormous  doses.  The  new  bill 
would  apply  only  to  substances  that  pose  “a 
significant  risk  to  health.” 

(Continued  on  page  18A) 


There's  been  a lot  of 

talk  lately...  about  nutrition. 
But  do  your  patients  get  the  facts? 

The  Nutrition  Education  People  can 
help  you  tell  them  about  diet  and 
health. ..facts. ..not  just  a lot  of  talk.  Get 
the  latest  facts  by  returning  this 
coupon. 


CLIPS  MAIL. 


Return  for  facts  about  Dairy  Council's... 


...information  for  your  patients 

in  the  waiting  room 

when  you're  counseling 

...research  updates  for  you 

Nutrition  News  (Quarterly) 

Dairy  Council  Digest  (bimonthly) 

...specialized  presentations 

to  your  colleagues 

to  your  service  organizations 


Name 


Office  Address 


Zip- 


Phone 


RETURN  TO: 


Dairy  Council 
of  Central  States 

Suite  103,  Hillcrest  Bldg. 
Ralston,  NE  68127 
(402)  592-3355 
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— MARK  YOUR  CALENDAR  — 
1982 

Nebraska  Medical  Association 
Annual  Session 

Friday,  April  30 
thru 

Monday,  May  3 

The  new 


WashingtoNotes 

(Continued  from  page  17 A) 

House  hearings  are  also  slated  on  proposals 
for  “consumer  choice”  national  health  plans, 
though  the  Administration’s  bill  isn’t  due  until 
the  end  of  the  year. 

Legislaton  has  also  been  introduced  to  place 
a moratorium  on  Federal  Trade  Commission 
activities  involving  the  learned  professions, 
including  medicine.  There  are  46  sponsors  in 
the  House. 

In  addition,  major  measures  have  been 
introduced  to  reform  federal  regulatory  pro- 
cedures to  curb  unnecessary  regulations  and 
give  Congress  the  power  to  veto  rules  that 
overstep  agency  authority. 


Marriott  Hotel 


Block  grant  program. 


Omaha,  Nebraska 


The  Administration’s  health  block  grant 
program  is  slated  to  shortly  wheel  into 
operation,  but  some  states  may  decide  to  delay 
for  as  long  as  a year. 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Udnley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


At  a series  of  regional  conferences,  Adminis- 
tration officials  have  been  assuring  state 
officials  they  will  be  allowed  “maximum 
flexibility”  in  administering  the  programs 
covered  under  the  block  grants. 

Edward  Brandt,  M.D.,  Assistant  Secretary 
for  Health  at  the  HHS  Department  said  his 
agency  is  “carrying  out  the  principles  of 
flexibility,  minimum  federal  intrusiveness,  and 
absolute  neutrality  in  its  implementation 
activities.” 

Dr.  Brandt  noted  that  states  may  choose  to 
assume  responsibility  for  administering  the 
block  grant  programs  Oct.  1 or  to  phase  in  the 
operation  of  the  blocks  during  the  fiscal  year 
starting  October  1. 

Congress  put  some  20  Public  Health  Service 
programs  into  four  block  grants  — Preventive 
Health;  Maternal  and  Child  Health;  Mental, 
Drug  and  Alcohol;  and  Community  Health 
Centers.  States  can  administer  the  block  grant 
funds  with  much  more  freedom  than  existed 
for  the  categorical  programs. 

Dr.  Brandt  told  the  Block  Grant  Regional 

(Continued  on  page  20A) 
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works  well  in  your  office . . . 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1 /32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treatsthosethat 
have  already  started. 

• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 

• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
bioties  concurrently,  not  more  than  one  application  a 
day  is  recommended 


When  using  neomycin  containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions.  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section) 
Complete  literature  available  on  request  from  Profes 
sional  Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 
r^T\  / Research  Triangle  Park 
Wellcome/  North  Carolina  27709 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarny. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker.  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper.  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
W’ebster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden.  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner.  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Antelope-Pierce Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Boone Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Box  Butte Gary  Vandewege,  Alliance Wendell  Fairbanks,  Alliance 

Buffalo William  W\  Lyons,  ID,  Kearney  ....  Mark  H.  Meyer,  Kearney 

Butler Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Cuming Eugene  Sucha,  West  Point L.  J.  Chadek,  W'est  Point 

Custer Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Dawson Larry  Wison,  Gothenburg Mark  Jones,  Lexington 

Dodge Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Five Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  W'ayne 

Four R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Gage Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Hall James  R.  Adamson,  Grand  Island. . . . Gordon  D.  Francis,  Grand  Island 

Hamilton John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 

Holt  & Northwest « 

Jefferson Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

Knox D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Lancaster Bowen  Taylor,  Lincoln Paul  Collicott,  Lincoln 

Lincoln Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Madison Joseph  David,  Jr.,  Norfolk Charles  Henkel,  Norfolk 

Metropolitan  Omaha Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

Northeast D.  J.  Nagengast.  Bloomfield G.  Tom  Surber,  Norfolk 

Northwest Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 

Otoe C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Perkins-Chase Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Platte-Loup  Valley Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Saline Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Sarpy Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

Saunders John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  W’ahoo 

Scotts  Bluff Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Seward Robert  Jacobs,  Seward W'illiam  Bailey,  Seward 

South  Central L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

Southeast  Nebr 

Southwest  Nebr Elizabeth  D.  Edwards.  McCook ....  David  A.  Allerheiligen,  McCook 

Washington-Burt Richard  Gentry,  Blair Hans  Rath,  Omaha 

York James  D.  Bell,  York B.  N.  Greenberg,  York 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


WashingtoN otes 

(Continued  from  page  18A) 

Conference  in  Dallas  this  month  that  HHS  is 
authorized  to  continue  making  awards  to 
individual  program  grantees  in  states  until  the 
states  assume  control  over  the  block  grants. 
“But  we  will  only  take  this  action  if  an  existing 
grant  comes  up  for  renewal  before  you  (the 
states)  take  over  the  block  containing  that 
particular  grant  program.” 

The  amount  of  money  the  states  will  receive 
for  the  block  grants  won’t  be  known  until 
Congress  completes  the  appropriations  pro- 
cess. Dr.  Brandt  said  “the  best  I can  tell  you 
now  is  that  we  are  going  over  prior  year 
obligation  figures  for  each  program  in  the 
blocks  to  establish  the  basis  for  calculating 
your  particular  state’s  share  of  each  block.” 

The  law  requires  each  state  to  tell  how  it 
intends  to  spend  its  block  grant  funds. 
Citizens  are  supposed  to  take  part  in  the 
decision-making  process  at  the  state  level,  but 
“we  will  have  no  federal  guidelines  or  proposed 
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federal  regulations  concerning  public  partici- 
pation.” 

Said  Dr.  Brandt:  “The  approach  we  have 
taken  is  designed  to  make  sure  that  the  states 
will  truly  retain  their  flexibility  and  respon- 
sibility for  decision-making.  We  intend  to 
regulate  only  in  a few  absolutely  essential  area. 
But  for  most  provisions  of  the  block  grant  law, 
there  will  be  no  regulatory  guidance.  This  is 
certainly  the  intent  of  the  block  grant  legisla- 
tion proposed  by  the  President  and  enacted  by 
the  Congress.” 


AMPAC. 

The  Senators  heading  the  Republican  and 
Democratic  campaign  committees  have  said 
the  American  Medical  Political  Action  Com- 
mittee (AMPAC)  played  an  important  role  in 
the  last  elections.  They  urged  an  even  greater 
role  for  AMPAC  in  the  future. 

Addressing  AMPAC’s  political  education 
conference  in  Washington,  D.C.,  Sen.  Wendell 
Ford  (D-KY)  told  400  AMPAC  members  that 
“you  people  wrote  the  book  on  how  to  make  a 
PAC  work  and  without  question  your  organiza- 
tion’s record  of  success  stands  alone.” 

Describing  AMPAC  as  “a  force  to  be 
reckoned  with,”  Sen.  Ford  said  in  prepared 
remarks  that  PACS  exert  a positive  influence 
on  the  political  process.  “Keep  up  the  good 
work,”  he  said,  “and  remember  that  the 
bottom  line  is  a more  responsive  and  respon- 
sible government.” 

“If  ever  there  was  a time  for  individuals  and 
groups  to  come  together  to  help  minimize  the 
impact  of  the  budget  reductions,  that  time  is 
now,”  he  said.  “The  need  will  never  be  greater 
or  more  urgent  because  the  government  can  no 
longer  afford  to  carry  out  all  responsibilities.” 

Sen.  John  Heinz  (R-PA)  said  that  without 
the  help  of  AMPAC  and  similar  groups  the 
Republicans  would  not  have  been  able  to 
capture  the  Senate  where  GOP  control  was 
essential  for  President  Reagan’s  legislative 
victories.  “We  will  bring  the  budget  in  line; 
that  you  can  depend  on,”  the  Senator  said. 

AMPAC  Board  Chairman  John  Smith,  M.D., 
said  the  1980’s  will  bring  sweeping  changes. 
“We  must  play  a major  role.  Our  voices  will  be 
heard  and  our  presence  felt,”  said  the  San 
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•Data  on  file  Parke-Davis  Marketing  Research  Dept. 
•'Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit,  IMS  America  Ltd., 
September  1980. 
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TUCKS5  Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  doth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premostened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  ads  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOLHC5  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  2-25%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients;  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indlcatlons  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  am  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositones- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositones-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  59  -86T  (15 -30°C). 
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Antonio  physician.  Dr.  Smith  said  AMPAC 
“must  be  ready  to  influence  positively  the 
decisions  made.  Medicine  and  politics  do  go 
together.” 

James  Sammons,  M.D.,  Executive  Vice 
President  of  the  American  Medical  Associa- 
tion, hailed  the  20th  Anniversary  of  AMPAC, 
one  of  the  first  political  action  groups  founded. 
Dr.  Sammons  said  a survey  for  the  AMA 
showed  that  65  percent  of  all  physicians  agree 
that  it  is  the  professional  responsibility  of 
physicians  to  support  political  representative 
actions  undertaken  by  the  profession.  Most 
physicians  also  agree  that  “AMPAC  has  been 
established  to  represent  the  political  interests 
of  physicians  regarding  the  support  of  political 
candidates.” 

However,  these  high  percentages  of  support 
are  not  reflected  in  AMPAC  membership,  Dr. 
Sammons  noted,  with  only  12  percent  of  all 
physicians  and  22  percent  of  AMA  members 
contributors  to  AMPAC.  He  urged  the 
AMPAC  audience  to  make  increased  member- 
ship a top  priority. 

Make  sure  that  every  physician  is  asked  to 
join,  said  Dr.  Sammons.  “We  have  too  often 
heard  doctors  say  they  have  not  been  asked.” 

The  AMPAC  members  were  briefed  by  top 
lawmakers  and  political  experts  on  the  political 
scene  in  Washington  and  on  the  outlook  for  the 
future.  Some  200  Senators  and  Representa- 
tives attended  a Congressional  reception 
hosted  by  AMPAC. 

Edward  Rollins,  Deputy  White  House  As- 
sistant for  Political  Affairs,  said  part  of  the 
success  of  the  Reagan  Administration  “has 
been  due  to  the  efforts  of  groups  such  as 
AMPAC.”  He  expressed  optimism  that  the 
Administration  will  be  able  to  build  on  the 
1980  coalition  of  support  and  pick  up  seats  in 
the  House  and  Senate  in  the  1982  elections 
despite  the  tradition  that  the  party  in  power 
loses  during  off-year  elections. 

Rep.  Hal  Daub  (D-NE)  said  PACs  are  a 
healthy  addition  to  the  right  of  groups  to 
exercise  free  speech.  Political  action  commit- 
tees provide  valuable  services  for  elected 
officials  and  their  independent  expenditures 
“serve  the  constituencies  very  well.” 

Tony  Coelho  (D-CA),  Chairman  of  the 
House  Democratic  Congressional  Committee, 
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described  how  he  has  re-tooled  the  Committee 
following  the  last  elections  in  order  to  moke  it 
more  effective,  including  the  appointment  of 
an  official  to  deal  with  PACs.  He  predicted  the 
Democrats  will  gain  10  House  seats  a year 
from  November  and  strengthen  their  control  of 
the  House. 

Rep.  Newton  Gingrich  (R-GA)  said  AMPAC 
and  similar  groups  are  “probably  more  respon- 
sible for  Congressional  legislative  victories  of 
the  Administration  this  year  than  President 
Reagan.”  The  PAC  movement  is  more  sig- 
nificant and  important  to  the  future  of  the 
nation  than  the  results  of  the  last  election, 
Gingrich  said. 

Giving  to  a political  action  committee  “is  the 
act  of  a free  citizen  who  is  able  to  say  “I  was 
involved;  I tried,’  ” he  said. 

Pulitzer  Prize-winning  columnist  David 
Broder  told  the  AMPAC  audience  that  the  last 
nine  months  has  been  his  “most  interesting 
and  exciting  time  in  Washington.” 

“The  most  extraordinary  changes  have 
occurred.  A lot  of  theories  have  been  knocked 
into  a cocked  hat  including  the  theory  that 
government  is  incapable  of  functioning.” 

“The  Reagan  Administration  and  Congres- 
sional Republicans  have  put  their  act  together 
and  through  political  skills  have  energized 
government,  Broder  said.  “It  has  been  an 
impressive,  dazzling  performance  so  far.” 

Thirteen  Professional  Standards  Review 
Organizations  (PSROs)  slated  to  be  closed 
have  been  given  a reprieve  by  HHS’s  Health 
Care  Financing  Administration  (HCFA). 

The  thirteen  were  part  of  a group  of  46 
slated  to  be  terminated  as  part  of  the 
Administration’s  campaign  to  phase  out  the 
PSRO  program. 

The  PSROs  targeted  for  closure  have  been 
given  appeal  rights  and  the  tentative  termina- 
tion decisions  in  13  states  were  reversed. 

The  PSROs  given  new  life  are: 

Ohio  Area  6 — Region  VI  Peer  Review 
Corporation,  Okron,  0. 

Oklahoma  Statewide  PSRO  — Oklahoma 
Foundation  for  Peer  Review  Inc.,  Oklahoma 
City. 
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HOWtO 

establish 

your 

practice... 


painlessly. 


At  National  Medical  Enterprises,  we've  had 
a lot  of  experience  in  establishing  and 
building  a practice. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance.  We  can  offer  you  professional 
management  consulting. 

We  know  what  you  want  and  how  to  get  it 
for  you. 

So  if  you're  a Primary  Care  Physician 
interested  in  a partnership,  group  or  a solo 
practice,  contact  nme  today. 

we  ll  help  you  establish  your 
practice. ..painlessly. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshlre  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 


Louisiana  Area  3 — Louisiana  Medical  Stan- 
dards Foundation,  Inc.,  Baton  Rouge. 

Arizona  Area  1 — Northern  Arizona  Medical 
Evaluation  System,  Phoenix. 

Pennsylvania  Area  1 — Northwestern  Penn- 
sylvania PSRO,  Erie. 

Vermont  Statewide  PSRO  — Vermont  Pro- 
fessional Standards  Review  Organization,  Inc., 
S.  Burlington. 

New  Jersey  Area  5 — Judson  County  PSRO, 
Jersey  City. 

Hawaii  — Pacific  PSRO,  Inc.,  Honolulu. 

Pennsylvania  Area  13  — Physicians  Peer 
Review  Association,  Inc.,  Poland. 

Georgia  Statewide  PSRO  — The  Georgia 
Medical  Care  Foundation,  Atlanta. 

Michigan  Area  2 — Michigan  Area  II  PSRO, 
Traverse  City. 

Florida  Area  8 — Brevard-Volusia  PSRO 


Marijuana  for  cancer  & glaucoma 
patients. 

Two  congressmen  want  the  federal  govern- 
ment to  recognize  the  therapeutic  benefits  of 
marijuana  for  cancer  and  glaucoma  patients. 

Reps.  Stewart  McKinney  (R-CT)  and  Newt 
Gingrich  (R-GA)  have  introduced  a bill  that 
would  amend  the  Controlled  Substances  Act 
to  recognize  the  medical  use  of  marijuana, 
without  affecting  penalties  for  social  use. 

Federal  law  defines  marijuana  as  a drug  with 
no  acceptable  medical  use,  and  it  is  available 
by  the  federal  government  only  for  research. 
This  makes  it  difficult  for  patients  in  32  states 
where  its  medical  use  is  allowed  to  obtain  the 
drug  legally. 

Marijuana  is  said  to  treat  the  adverse  side 
effects  of  cancer  chemotherapy  and  to  reduce 
intraocular  pressure  in  glaucoma  patients. 


Former  POWs  & health  care  benefits. 


nimonRb  memcnb 
emeRPRises,  inc. 


"The  Total  Health  Care  company. 

An  Equal  Opportunity  Employer  m/f 


The  nation’s  100,000  former  prisoners  of 
war  will  have  an  easier  time  receiving  health 

(Continued  on  page  255) 
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Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene] 
and  25  mg.  of  hydrochlorothiazide 


Step  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone],  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent],  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K + supplement  or  K+-sparing  agent]. 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDF?  The  following  is  a brief 
summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  ot  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con 
vement  in  patient  management  Treatment  of  hyperten 
sion  and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used  Hyper 
kalemia  can  occur,  and  has  been  associated  with  cardiac 
irregularities  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day.  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  It  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz 
ards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
other  adverse  reactions  seen  in  adults  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded,  in  the  other,  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive  effects  may  be  enhanced  in  post  sympathectomy 
patients  Use  cautiously  in  surgical  patients  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide'  interferes  with  fluorescent 
measurement  of  quimdine  Hypokalemia  is  uncommon  with 
Dyazide  but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions,  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  ol  Dyazide 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  ol  tOOO  capsules;  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak"  unit-of-use  bottles  ot  100. 
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Specify 


Gregory  Peck 
offers  you  12 
ways  to  save 
energy. 

This  free  brochure  and  a walk 
through  your  house  could  cut 
your  home  energy  use  by  25%. 

For  example,  the  brochure 
tells  you  to  insulate  the  gaps 
you  left  the  first  time  around. 
Look  for  them. 

It  tells  you  to  lower  your  water 
temperature  to  120  degrees. 
Check  it. 

It  tells  you  1 0 other  proven 
money-savers.  Follow  them. 

Best  of  all,  it  tells  you  that 
saving  energy  makes  sense. 
Dollars  and  cents. 

Mail  the  coupon  to  the 
Alliance  to  Save  Energy  today. 


M THE  ALLIANCE  TO 
SAVE  ENERGY 

Box  57200,  Washington,  D C.  20037 

Please  send  me  your  energy-saving , 
money-saving  brochure 

NAME  


ADDRESS 

CITY  STATE  ZIP 


A public  service  message  from  this 
magazine  and  the  Advertising  Council 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
Information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CIT5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium*  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
Isolated  Instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis). 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


Irritable 


BOWEL  5Y 


Artist's  concept  of  myoelectrlcal  slow  waves 
of  the  colon  which  seem  to  determine  the 
frequency  of  colonic  motor  activity. 


A visible  difference  in 
myoelectric  rhythms  of 
the  colon 

5tudle5  reveal  an  increased  fre- 
quency of  3-cycles-per-minute  slow 
wave  basic  electrical  activity  in  the 
colons  of  patients  with  IBB — a sig- 
nificant difference  in  basic  colonic 
rhythm  patterns  from  normal  sub- 
jects.1,2  These  findings  suggest  a 
physiological  basis  for  the  spasm 
and  hypermotility  characteristic  of 
IBB.  The  role  of  severe  anxiety  in 
triggering  or  aggravating  such 
symptoms  has  long  been  recog- 
nized. Consequently,  treatment 
should  focus  on  both  aspects 
of  the  problem. 

Librax:  A logical  choice  for 
patients  with  IBS 

Logical,  because  the  antimotility- 
antispasmodic  actions  of  the 
Quarzan®(clidinium  bromide/Roche) 
component  of  Librax  can  help 
to  relieve  the  distressing  abdominal 
symptoms  associated  with  IBB* 
Logical,  because  the  antianxiety 
actions  of  the  Librium®  (chlordiaz- 
epoxide  MCI/Roche)  component 
can  help  to  reduce  the  excessive 
anxiety  that  can  contribute  to  IBB 
flare-ups. 

References:  1.  5ullivan  MA,  Cohen  5,  Snape  WJ 
11  Engl  J Med  298.878-883,  Apr  20,  1978 
2.  5nape  WJ  et  al  Gastroenterology  72 
383-387,  Mar  1977. 


Specify 


Adjunctive 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  MCI  and  2.5  mg  clidinlum  Br 


Antianxiety /Anti5ecretory/Anti5pa5modic 

* Librax  has  been  evaluated  as  possibly  effective 
for  this  indication  Please  see  summary  of 
prescribing  information  on  facing  page 


for  Knotts  in  the  night 

Prescribe  new  formula 


Quinamm 

(quinine  sulfate  tablets) 


each  tablet  contains  quinine  sulfate  260  mg 


a 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime. . .can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


'Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 


Quinamm" 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
qumme  primarily  with  large  doses  (up  to  30  g ) tor  attempted  abortion  In  about 
half  of  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral defects  and  visual  changes  In  animal  tests  teratogenic  effects  were  found 
m rabbits  and  guinea  pigs  and  were  absent  in  mice  rats  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  If  this 
drug  is  used  during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  qumme  content  Quinamm  is  contraindicated  m patients  with 
known  qumme  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (G-6-P0)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  qumme  m 
highly  sensitive  patients,  a history  ot  this  occurrence  associated  with  previous 
qumme  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  biackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  qumme  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  to  as  cmchonism  Such  symptoms  in  the  mildest 
form,  include  ringing  m the  ears  headache,  nausea  and  slightly  disturbed 
vision  however  when  medication  is  continued  or  after  large  single  doses 
symptoms  also  involve  the  gastrointestinal  tract  the  nervous  and  cardiovascular 
systems  and  the  skin 

Hemofysis  (with  the  potential  for  hemolytic  anermal  has  been  associated  with  a 
G-6-PD  deficiency  m patients  taking  qumme  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

if  symptoms  occur  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage  see  OVERDOSAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  snouid  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
See  CONTRAINDICATIONS  ) Cutaneous  flushing  pruritus  skin  rashes  fever 
gastric  distress,  dyspnea,  ringing  m the  ears  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity  particularly  if  only  small  doses  of  qumme 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense 
generalized  pruritus  is  the  most  common  torm  Hemoglobinuria  and  asthma 
from  qumme  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation  the  administration  of  qumme  requires  the  same 
precautions  as  those  for  qumidme  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  of  digoxm  and  digitoxm  have  been  demonstrated  in 
individuals  after  concomitant  qumidme  administration  Because  of  possible  simi- 
lar effects  from  use  of  qumme  it  is  recommended  that  plasma  levels  for  digoxm 
and  digitoxm  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  qumme 

Cinchona  alkaloids,  including  quinine  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombmemic  effect  may  enhance  the  action  of  warfarin  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium  suc- 
cmylcholine  and  tubocurarine)  may  be  potentiated  with  qumme  and  result  m 
respiratory  difficulties 

Unnary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
qumme  blood  levels  with  potential  for  toxicity 
Druo  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  17-ketogemc  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis  Mutagenesis  impairment  of  Fertility 
A study  of  qumme  sulfate  administered  m drinking  water  (0  I8©)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochlonde)  m male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intrapentoneai  injections  (0  5 mM 
kg  ) were  given  twice  24  hours  apart  Direct  Salmonella  typhimurium  tests 
were  negative  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  effect  of  qumme  upon  fertility  m animal  or  m man 

has  been  found 

Pregnancy 

Caiegorv  X See  CONTRAINDICATIONS 
Nonteratogemc  Effects 

Because  qumme  crosses  the  placenta  in  humans  the  potential  for  tetal  effects  is 
present  Stillbirths  m mothers  taking  qumme  have  been  reported  m which  no 
obvious  cause  tor  the  tetal  deaths  was  shown  Qumme  m toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursmo  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
qumme  is  excreted  m breast  milk  (in  small  amounts) 


AOVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  m therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cm- 
chonism or  hypersensitivity ) 

Hematologic  acute  hemolysis  thrombocytopenic  purpura  agranulocytosis 
hypoprothrombmemia 

CNS  visual  disturbances  including  blurred  vision  with  scotomata  photophobia 
diplopia  diminished  visual  fields  and  disturbed  color  vision  tinnitus  deafness 
and  vertigo  headache  nausea  vomiting  fever  apprehension  restlessness 
confusion  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial  the  most  trequent  type  of 
allergic  reaction  papular  or  scarlatinal)  pruritus  flushing  of  the  skm  sweating 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-reiated)  epigastric  pam 

DRUG  ABUSE  AND  DEPENDENCE 

Tolerance  abuse  or  dependence  with  Quinamm  has  not  been  reported 

OVERDOSAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

OOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  If  needed  2 tablets  may  be  taken  nightly— 1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  m which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
is  needed 

Product  Information  as  of  October  1980 
Licensor  ot  Merrell" 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 

Merrell 


MERRELL  DOW  PHARMACEUTICALS  INC 
Subsidiary  of  The  Dow  Chemical  Company 
Cincinnati , OH  452 1 5 . U S A 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


THINGS  THEY  DIDN’T  TEACH  US 
IN  MEDICAL  SCHOOL 

How  to  choose  a specialty. 

We  looked  about  us,  or  we  talked  to  friends, 
but  there  might  have  been  expert  advice.  Some 
students  followed  their  fathers,  some  decided 
before  they  entered  medical  school,  some  were 
given  offers  they  couldn’t  refuse.  But  sugges- 
tions should  have  come  from  the  faculty,  and 
might  have  included  lectures,  so  that  our 
decisions  would  have  been  made  more  intelli- 
gently. 

Fees. 

We  may  have  asked,  timidly,  what  to  charge. 
Faculty  advice  would  have  helped,  and  we 
could  have  written  to  national  organizations  for 
guidance.  Deciding  what  to  charge  for  an  office 
call  is  not  easy. 

Compassion. 

Nobody  told  us  to  be  nice  to  our  patients, 
and  to  care.  Where  were  the  lectures  and  the 
examinations  on  the  bedside  manner,  on 
sympathy,  on  pain,  and  on  depression? 

How  to  tell  the  patient  he  will  die. 

Here  sound  trained  advice  gives  way  to 
individualism,  and  we  may  be  governed  by 
compassion  or  by  inexperience,  or  by  ar- 
rogance. 

The  mind. 

The  power  of  the  mind  to  heal,  the  patient’s 
own  ability  to  take  part  in  his  treatment  and  in 
recovery  were  not  emphasized,  possibly  be- 
cause they  were  not  well  known,  but  it  is  time 
to  tell  the  student  before  he  gets  out  and  learns 
these  things  from  his  patients. 

Solo  or  group  practice. 

They  might  have  told  us  something  here. 
You  may  want  to  be  your  own  boss,  but  groups 
mean  less  night  call,  easy  consultation,  and 
smaller  expense. 

Keeping  up. 

It  is  too  easy  to  stop  reading,  but  reading 
must  begin  early,  and  reading  habits  need  to 
be  inculcated  into  the  student’s  mind.  Give  the 
pupil  a list,  form  reading  clubs,  and  start  him 
off  early. 


Three  more  courses  might  be  offered  to  the 
student. 

Medical  history. 

Whatever  your  specialty,  you  must  come 
to  know  how  it  began,  and  what  went  on 
until  you  came  along. 

Medical  writing. 

You  will  one  day  have  something  to  say.  I 
can  only  hope  so;  and  the  field  of  medical 
literature  must  be  open  to  you. 

Medicine  and  the  law,  or  how  to 
stay  out  of  trouble. 

Goethe  said,  a good  man  always  knows 
what  is  right,  but  we  may  need  to  be  told 
what  we  should  do,  sometimes,  and  laws 
and  ethics  may  be  part  of  our  everyday 
practice  of  medicine. 

Summing  up. 

We  didn’t  have  these  courses,  and  how  much 
better  our  teaching  might  have  been.  Where  do 
you  office,  what  hospitals  do  you  want,  what 
will  be  your  office  hours,  how  are  you  to 
practice  medicine,  how  will  you  do  what  you 
have  learned?  These  things  should  be  taught, 
along  with  anatomy,  reducing  fractures,  and 
administering  anesthesia.  They  will  help  the 
student,  and  his  patients,  too. 

F.C. 


ON  DAYLIGHT  SAVING  TIME 
& OTHER  ABSURDITIES 

I have  a thing  about  daylight  saving  time:  I 
think  it  is  dumb.  And  some  knucklehead  wants 
to  have  it  all  year,  which  is  as  silly  as  you  can 
get.  If  you  want  to  get  up  earlier  in  the  summer, 
or  in  the  winter,  I can  never  remember  which 
way  it  goes,  get  up  earlier.  But  don’t  pretend  it 
is  one  o’clock  when  the  sun  is  overhead.  My 
bedroom  clock  will  not  turn  backward,  and  it 
knows  AM  & PM,  so  I have  to  turn  it  23  hours 
ahead  to  set  it  back  one,  and  the  turning  knob 
is  painfully  thin. 

Including  my  TV,  which  tells  time,  I have  13 
clocks  & watches,  & I am  tired  of  conforming  to 
the  insanity  thrust  upon  me  by  DST.  So  if  it 
works,  I will  have  2 clocks  in  each  room,  one 
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fast  & one  slow,  one  out  & one  in  a drawer.  And 
every  6 months,  I’ll  change  them.  I’ll  let  you 
know  how  it  comes  out. 

The  name  for  the  smallest-size  olive,  I have 
been  told,  is,  believe  it  or  not,  Large.  That’s  the 
tiny  one:  Large.  The  others  are  something  like 
Giant  & Jumbo.  If  you  want  the  littlest  one 
they  make,  ask  for  Large.  And  if  you  buy  a can 
marked  Large,  the  olives,  remember,  will  be 
small. 

I have  never  known  a lefthander  who  knew 
why  lefthanders  are  called  southpaws;  if  I were 
lefthanded,  I’d  know.  I know  anyway;  it’s 
because  when  a lefthanded  pitcher  throws  the 
ball  at  you,  it  comes  from  the  south. 

The  Russian  alphabet  is  cyrillic,  or  some- 
thing like  that,  and  we  transliterate,  so  why 
does  everybody  give  Mr.  Solzhenitsyn's  first 
name  as  Aleksandr,  when  Alexander  would  be 
sensible  & honest? 

I seem  to  remember  reading  that  old  English 
cheese  is  the  same  as  American  cheese,1  and 
Cheddar  cheese  is  American  cheese,2  and 
Brick  cheese  is  American  cheese. ! If  this  is  so, 
they  are  all  the  same,  & I laugh  with  relish  at 
the  gourmets  and  their  preferences. 

References 

1.  I forgot  where. 

2.  Ibid. 

3.  Vide  supra. 

F.C. 


WHATEVER  HAPPENED 
TO  CHLOROFORM? 

I once  reviewed  more  than  2 million 
anesthetics,  and  I found  that  the  danger  of 
explosion  in  anesthesia  was  the  smallest  of  all 
anesthetic  risks;  and  remember,  almost  every- 
thing we  were  using  for  anesthesia  then  would 
burn  or  explode.  In  my  own  career,  and  it  was 
all  spent  in  anesthesiology,  I never  saw  an 
explosion.  I am  known,  I hope,  and  I expect,  as 
not  being  an  admirer  of  halothane.  The 
national  halothane  investigation  did  not  appeal 
to  me  as  being  well  done;  my  own  feeling  was 
that  an  enormous  amount  of  time  and  industry 
had  been  wasted.  And  I was  not  alone;  the 
controversy  still  rages.  The  effect  of  halothane 


on  the  heart  is  one  thing,  but  what  it  does  to 
the  liver  is  another,  and  it  will  not  go  away. 

I have  used  halothane  when  I thought  it  was 
specifically  indicated,  but  I never  gave  up 
ether  and  cyclopropane.  I never  refused  a case, 
and  my  mortality  record  was  much  better  than 
the  average  for  the  country.  But  whatever 
happened  to  chloroform?  I seem  to  remember 
that  the  students  of  Doctor  Waters  dedicated  a 
book  to  him,  and  I think  one  of  their  points  was 
that  if  you  gave  chloroform  with  oxygen 
(instead  of  giving  it  with  air,  as  was  the  custom 
when  chloroform  went  out  of  style),  its  harmful 
effect  on  the  liver  went  away. 

Remember,  chloroform  is  the  most  powerful 
anesthetic  agent  ever  known.  It  is  stronger 
than  any  other  agent  known  to  man. 

And  it  will  not  burn  or  explode. 

F.C. 


CHANGE  FOR  THE  SAKE  OF  CHANGE 

I have  not  heard  anyone  say  goodbye  in  a 
long  time;  it  got  mumbled  into  g’bye,  and  then 
it  was  changed  into  goodbyee,  and  it  is  now 
byebye  or  worse  yet,  bubye.  Ruskin  said  art 
must  be  useful  or  it  is  not  art.  Maybe,  but  what 
is  the  use  of  the  Mona  Lisa?  The  Quakers  tell 
us,  I think,  not  to  speak  unless  we  can  improve 
on  the  silence.  To  strike  at  a king,  I have  read 
somewhere,  you  must  kill  him,  and  when  you 
take  a champion’s  title  from  him,  you  have  to 
knock  him  out.  If  you  fight  him  to  a draw,  he 
keeps  his  crown. 

Do  we  do  these  things  in  medicine?  We  used 
to  speak  of  an  intravenous,  now  it  is  a line.  A 
cycle  per  second  is  now  hertz,  we  used  to  write 
cpc.  A millimeter  of  mercury  is  torr.  I am  all  for 
eponyms,  I am  a charter  member  of  the  society 
for  the  preserving  the  names  of  pioneers.  But 
we  are  going  the  other  way.  We  used  to  start 
with  the  names  of  discoverers  and  then  give 
them  up.  Now  we  begin  with  cpc  and  mm  Hg 
and  go  to  hertz  and  torr. 

I was  taught  to  take  the  patient’s  history, 
then  came  the  physical  examination,  and  after 
that  the  laboratory  work,  the  diagnosis,  and 
then  the  recommendations  and  prescribing. 
Now  there  is  SOAP  and  the  problem-oriented 
record;  the  letters  stand,  I think,  for  subjective, 
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objective,  assessment,  and  plan.  If  there  is  a 
change  here,  I’ll  put  in  with  you,  as  we  used  to 
say  in  Connecticut;  but  we  used  to  say  a lot  of 
things  there,  we  were  even  called  the  Nutmeg 
State,  and  I hope  you  don’t  know  why. 

The  teacher  said,  if  you  want  to  go  to  the 
bathroom,  hold  up  your  hand  (that’s  not  all  she 
said,  either),  and  one  kid  asked,  how  will  that 
help?  It  helps  about  as  much  as  calling  an  I.V.  a 
line,  or  saying  SOAP,  or  writing  hertz  for  cpc. 
We  don’t  change  the  way  we  used  to  do  things; 
we  just  change  the  name,  we  deceive  ourselves, 
and  fooling  yourself  is  dangerous. 

F.C. 


ON  CENTERING  AND 
EDITORIAL  POLICY 

Once,  when  I was  very  young,  I sent  a 
manuscript  to  an  editor  who  happily  accepted 
it  and  unhappily  moved  a semicolon.  I asked  an 
English  professor  who  said  it  was  editorial 
policy  and  the  editor  makes  the  policy  and 
don’t  argue  with  him,  and  besides,  he  was 


right.  So  I looked  up  semicolon  in  a semicolon 
book,  and  he  was  right;  the  semicolon  is  funny. 

Now  it’s  the  slavish  insistence  on  centering, 
like  this: 

The  use  of  morephine  in  the  treatment 
of  congestive  heart  failure 
John  Sobel,  M.D. 

Associate  Professor  of  Medicine 
Northeastern  University  School  of  Medicine 
Cincinnati,  Ohio 

This  is  better,  and  easier: 

The  use  of  morphine  in  the  treatment  of 
congestive  heart  failure 
John  Sobel,  M.D. 

Associate  Professor  of  Medicine 
Northeastern  University  School  of  Medicine 
Cincinnati,  Ohio 

I think  centering  is  ridiculous.  You  can’t 
always  do  it,  it  wastes  time,  it’s  hard  to  read, 
and  it  looks  bad.  We  don’t  center  in  the 
Journal.  It’s  editorial  policy,  and  I’m  the 
Editor.  I hope  I spelled  Cincinnati  right. 

F.C. 
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ORIGINAL  ARTICLES 


Ectopic  Pregnancy  — 

A 5 Year  Review  of  201  Cases 


PART  I 

Abstract 

A REVIEW  of  201  ectopic  preg- 
nancies from  4 hospitals  in 
Omaha,  Nebraska  over  a 5 year 
period  is  presented.  Patients  were  evaluated 
for  the  etiological  factors  of  prior  pelvic 
inflammatory  disease,  induced  abortions,  pre- 
vious laparotomy,  history  of  previous  ectopic 
pregnancy,  or  corpus  luteum  cyst  opposite  the 
pregnancy.  There  exists  a greater  than  two- 
fold increased  incidence  for  legally  induced 
abortions  as  a possible  etiological  cause  among 
nonprivate  patients.  Although  many  factors 
were  investigated,  only  48%  of  the  patient 
population  were  positive  for  any.  During  the 
first  visit  to  a physician  with  symptoms  of 
ectopic  pregnancy,  only  55.2 % of  the  patients 
were  diagnosed  correctly.  Culdocentesis  re- 
mained the  most  accurate  preoperative  diag- 
nostic test.  Following  surgical  treatment  for 
the  ectopic  pregnancy,  46%  of  the  Rh  negative 
women  were  not  given  Rh  hyperimmune 
globulin.  The  need  for  early  diagnosis  and 
proper  treatment  for  all  possible  future  com- 
plications is  stressed. 

Introduction 

This  paper  represents  an  analysis  of  a five 
year  experience  with  extrauterine  pregnancy  in 
4 hospitals  in  Omaha,  Nebraska,  and  reviews 
the  factors  of  age,  race,  parity,  etiology,  diag- 
nosis, treatment,  and  outcome.  During  the 
study  interval,  January  1,  1973  through 
December  31,  1977,  there  were  23,053  deliv- 
eries and  201  ectopic  pregnancies  in  the  four 
hospitals  which  were  surveyed. 

Materials  and  methods 

Four  hospitals  were  studied;  3 private 
(Nebraska  Methodist  Hospital,  Bishop  Clark- 
son Memorial  Hospital,  and  Immanuel  Medical 
Center),  and  University  Hospital.  These 
hospitals  represent  4 of  the  8 (50%)  with 
delivery  services,  where  54%  of  the  total 
deliveries  in  the  greater  Omaha  area  occurred. 


DOUGLAS  A.  HUSMANN,  M.D. 
and 

JOHN  W.  GOLDKRAND,  M.D. 

Clinical  Associate  Professor 

University  of  Nebraska  Medical  Center 

Department  of  Obstetrics  and  Gynecology 

All  medical  records  with  the  coded  diagnosis 
of  ectopic  pregnancy  occurring  within  the 
interval  of  January  1,  1973  through  December 
31,  1977  were  reviewed. 

Selection  of  both  private  and  university 
hospitals  was  intended  to  provide  a cross- 
sectional  view  of  the  population  in  regard  to 
private  versus  clinic  patients  as  well  as  varied 
racial  and  socioeconomic  characteristics. 

Statistics 

All  statistical  analyses  were  obtained  by  use 
of  chi  square. 

Results 

1.  Incidence 

During  the  study  interval,  there  wrere  23,053 
deliveries  and  201  ectopic  pregnancies.  This 
yielded  an  overall  incidence  of  one  ectopic 
pregnancy  per  114.7  deliveries.  At  the  Univer- 
sity Hospital,  of  5,723  deliveries,  there  were  44 
ectopic  pregnancies,  or  one  ectopic  per  130 
deliveries.  At  the  private  hospitals  there  were 
17,330  deliveries  and  157  ectopic  pregnancies 
for  an  incidence  of  one  ectopic  per  110.4 
deliveries.  (Clarkson:  1/102.4  (51/5,220), 

Immanuel:  1/78.4  (38/2,979),  and  Methodist: 
1/132.7  (68/9,021). 

Separation  by  races  showed  a somewhat 
higher  incidence  of  tubal  pregnancy  in  the 
black  population  (1/81.4)  than  the  white 
(1/113.8). 

2.  Distribution  of  ectopic  pregnancy  bv 
age,  gravidity,  parity,  and  fertility 

There  was  no  statistical  difference  (p  < 0.3) 
between  university  and  private  affiliated  hos- 
pital population  groups  in  regard  to  age, 
gravidity,  and  fertility. 
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==  Private 


Univ. 


Total 


Distribution  of  Common  Etiological 
sociated  with  Ectopic  Pregnancy 


Factors  As- 


Patients  treated  for  ectopic  pregnancy  ranged 
in  age  from  14  to  40  years,  with  a median  age  of 
28  years.  41  patients  (20.4%)  were  primi- 
gravidas,  71.6%  were  in  their  first,  second,  or 
third  pregnancy,  and  only  7%  had  had  4 or 
more  previous  pregnancies. 

19  patients  (9.5%)  had  consulted  a physician 
for  investigation  of  infertility:  9 for  primary 
infertility  and  10  for  secondary  infertility.  Of 
the  multigravida  patients,  52.8%  were  infertile 
for  three  or  more  years  before  the  ectopic. 

3.  Etiologic  factors 

Patients  with  a positive  past  history  for  the 
suspected  etiological  factors  of  pelvic  inflam- 


NO.  OF  PTS. 

PERCENT 

Appendectomy 

26 

12  9 

Salpingectomy  (for  previous  ectopic) 

10 

5.0 

Salpingo  Oophorectomy  (for  ovarian  cyst) 

5 

2.5 

Tubal  Cauterization 

5 

2.5 

C-Section 

5 

2.5 

Salpingo  Oophorectomy  (for  previous  ectopic) 

4 

2.0 

Oophorectomy  (for  ovarian  cyst) 

4 

2.0 

Wedge  Resection  of  ovaries 
(for  polycystic  ovarian  disease) 

4 

2.0 

Salpingostomy 

1 

0.5 

Splenectomy 

1 

0.5 

Table  I 

Surgical  Procedures  Performed 

on  Patients  Prior  to 

the  Current  Ectopic  Pregnancy 


matory  disease,  previous  laparotomy,  induced 
abortion,  previous  ectopic  pregnancy,  or  who 
had  a corpus  luteum  cyst  on  the  side  opposite 
the  ectopic  pregnancy  at  the  time  of  surgery 
are  presented  in  Figure  1.  48  percent  of  the 
patients  had  a history  positive  for  one  or  more 
of  the  etiological  factors.  65  of  the  201  patients 
(32.3%)  had  undergone  abdominal  operations 
for  various  indications.  (Table  I) 

Other  possible  etiological  factors  observed 
in  the  study  patients  were:  1)  4 cases  of 
confirmed  but  treated  hypothyroidism,  2)  one 
patient  with  congenital  diverticulum  of  the 
uterus,  and  3)  one  patient  with  Crohn’s 
disease. 

4.  Extrauterine  pregnancy  with  an 
intrauterine  device  in  place 

The  medical  records  of  all  patients  were 
screened  for  the  presence  of  an  IUD  at  the 
time  of  the  onset  of  symptoms.  Twenty-nine 
patients  (14.4%)  with  a tubal  ectopic  preg- 
nancy had  an  IUD  in  situ,  as  well  as  one  of  the 
two  with  an  ovarian  pregnancy.  Daikon  Shield, 
Lippes  Loop,  Safety  Coil,  and  Copper  7 were 
involved. 

5.  Symptoms  and  signs 

The  presenting  symptoms  and  signs  of  the 
201  patients  with  ectopic  pregnancy  are  shown 
in  Table  II. 
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SYMPTOMS 

NO.  OF  PTS. 

PERCENT 

FINDINGS 

NO  OF  PTS. 

PERCENT 

Abdominal  Pam 

183 

94.0 

Local  Abdominal  Tenderness 

147 

73.1 

Patterns  of  vaginal  bleeding 

Tenderness  of  the  Cervix 

141 

70.0 

Atypical  bleed  since  L.N.M.P. 

167 

83.0 

Palpable  Adnexal  Mass 

123 

61.2 

Vaginal  bleeding  on  admission 

143 

71.0 

Rebound  Abdominal  Tenderness 

101 

50.2 

Amenorrhea  (for  greater  than  1 month) 

29 

14  4 

Cul-de-sac  Fullness 

57 

28.4 

Nausea  and/or  vomiting 

38 

18.9 

Shock  (B.P.  below  100/60) 

33 

16.4 

Syncope 

33 

16.4 

Diffuse  Abdominal  Tenderness 

20 

10.0 

G.l.  Symptoms 

26 

12.9 

Temperature  Greater  than  100°  F 

18 

9.0 

Shoulder  pain 

23 

11.4 

Abdominal  Rigidity 

17 

8.5 

G.U.  Symptoms 

11 

5.5 

Abdominal  Distension 

6 

3.0 

Palpable  Abdominal  Mass 

6 

30 

Table  II 


Presenting  Symptoms  and  Physicial  Signs  Recorded 
at  the  Initial  Examination  in  Patients  with  Ectopic 
Pregnancy 

(Atypical  bleeding  since  LNMP  — shorter  in  dura- 


tion, lesser  in  amount,  or  intermenstrual. 

GI  symptoms  — constipation,  diarrhea,  tenesmus,  or 
rectoal  pain. 

GU  symptoms  — frequency  and/or  dysuria.) 


EXPLORATORY  CELIOTOMY  FALLING  Met 

LAPAROTOMY 


METHOD  OF  DIAGNOSIS 

Figure  2 

Diagnostic  Methods  Utilized  for  Patients  with 
Ectopic  Pregnancy 


6.  Laboratory  tests 

Laboratory  tests  were  scrutinized  specifical- 
ly for  hematocrit  values  and  immunologic  tests 
for  pregnancy.  158  of  the  201  patients  (78.6%) 
had  hematocrit  values  greater  than  36%  and 
were  not  an  aid  in  establishing  the  diagnosis. 
The  hematocrit  provided  its  greatest  benefit  in 
those  patients,  on  whom  they  were  performed 
serially.  In  4.5%  of  the  patients,  these  serial 
studies  revealed  rapidly  falling  values. 

Immunologic  urinary  pregnancy  tests  were 


performed  on  106  of  the  patients  (52.7%),  and 
60.4%  were  positive. 

Serum  radioimmunoassay  for  HCG  was  not 
used. 

7.  Methods  of  diagnosis 

The  methods  used  to  diagnose  ectopic 
pregnancy  are  shown  in  Figure  2.  Culdo- 
centesis  was  attempted  in  81  cases,  and  a 
positive  (nonclotting  blood)  tap  was  obtained 
in  69  cases  (85.2%).  Of  the  12  negative 
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culdocentesis,  a hemoperitoneum  existed  in  3, 
but  was  not  discovered  preoperatively.  In  the 
other  9 cases,  a nonruptured  ectopic  preg- 
nancy was  found  at  surgery.  In  the  presence  of 
a hemoperitoneum,  when  culdocentesis  was 
attempted,  95.8%  of  the  patients  had  a 
positive  result. 

Compound  B scan  ultrasound  was  used  in 
13  cases.  In  4 patients  where  a negative 
culdocentesis  was  obtained  due  to  an  unrup- 
tured ectopic,  ultrasound  was  found  to  be 
positive.  There  were  2 cases  of  false  negative 
ultrasound  reports  where  the  ectopic  was 
diagnosed  later  by  laparoscopy.  There  were  a 
total  of  11  ectopic  pregnancies  (84.6%)  with 
sonographic  findings  positive  for  the  ectopic. 

2 patients  were  diagnosed  by  pathologic 
examination  of  tissue  specimens  following 
legally  induced  abortions. 

No  data  was  available  for  the  number  of 
patients  in  whom  a diagnosis  of  ectopic 
pregnancy  was  considered;  culdocentesis, 
laparoscopy,  or  ultrasound  performed,  and  no 
ectopic  pregnancy  found. 

8.  Ruptured  and  unruptured  ectopic 

There  were  2 groups  of  patients  with  ectopic 
pregnancy;  those  with  rupture  and/or  tubal 
abortion  with  acute  internal  hemorrhaging  and 
those  with  a chronic  and/or  unruptured  ectopic 


pregnancy  with  no  acute  hemorrhage  where 
the  products  of  conception  are  contained. 
Approximately  52%  of  patients  within  this 
study  presented  with  acute  hemoperitoneum. 
There  was  no  statistical  difference  between 
the  2 patient  populations  at  the  various 
hospitals  in  regard  to  this  factor. 

9.  Delay  in  diagnosis 

Patients  were  analyzed  for  the  time  elapsing 
between  the  first  visit  to  a physician  with 
symptoms  and  the  time  of  admission  to  the 
hospital  for  the  diagnosis  and  treatment  of  the 
problem  (Figure  3).  On  the  average  55%  of  the 
patients  had  the  correct  diagnosis  at  the  initial 
presentation.  6.5%  of  patients  were  admitted 
up  to  48  hours  after  the  first  visit,  10.4%  from 
48  hours  to  1 week  later,  and  27.9%  longer 
than  one  week.  For  those  patients  not  admit- 
ted to  the  hospital  after  the  first  visit  to  a 
physician,  the  most  common  misdiagnosis  was 
PID  or  dysfunctional  uterine  bleeding. 

10.  Anatomic  location  of  the 
ectopic  pregnancy 

Tubal  ectopic  pregnancy  accounted  for 
92.5%  of  the  extra-uterine  pregnancies.  The 
right  tube  was  the  location  of  the  pregnancy  in 
57.2%  of  the  patients.  Of  the  26  patients  with  a 
history  of  previous  appendectomy  prior  to  the 
ectopic,  15  (57.7%)  had  the  ectopic  pregnancy 
on  the  right  side.  There  were  10  cornual,  3 
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abdominal,  and  2 ovarian  pregnancies  in  this 
series.  No  cervical  pregnancies  were  recorded. 

11.  Management  of  ectopic  pregnancy 

Surgical  treatment  was  instituted  in  all  cases 
for  the  purpose  of  diagnosis,  hemostasis,  and 
definitive  therapy  for  the  ectopic  pregnancy.  In 
this  series,  no  maternal  mortalities  were 
recorded.  Total  blood  loss  indicated  the 
amount  of  blood  lost  during  the  surgical 
procedure  as  well  as  the  amount  of  free  blood 
found  in  the  peritoneal  cavity  at  the  time  of 
exploration.  In  the  private  hospitals,  most 
patients  (56.7%)  lost  less  than  500/ml  of 
blood,  while  only  7%  lost  more  than  1500/ml. 
At  the  University  Hospital,  only  41%  had  a less 
than  500/ml  blood  loss,  and  27.3%  recorded 
more  than  1500/ml  Of  the  total  university 
patients  11.4%  lost  more  than  2500/ml.  Over 
55%  of  the  patients  with  an  ectopic  pregnancy, 
in  all  hospitals,  received  no  blood  transfusion. 
Of  the  remaining  patients,  30%  received  2 
units  of  blood  or  less. 

Operative  treatment  for  the  ectopic  preg- 
nancy is  shown  in  Table  III.  Of  the  ten  cornual 
pregnancies,  eight  were  managed  by  cornual 
resection,  and  two  by  abdominal  hysterectomy. 
In  the  two  ovarian  pregnancies,  one  patient 
underwent  an  oophorectomy,  and  the  other  a 
wedge  resection  on  the  involved  ovary.  Sixteen 
of  the  201  patients  had  repeat  ectopic 
pregnancies.  6 were  treated  by  hysterectomy, 
4 with  salpingectomy,  5 with  salpingo- 
oophorectomy  and  1 with  tuboplasty. 

There  were  22  incidental  appendectomies 
performed  at  the  time  of  surgery  for  the 
ectopic  pregnancy.  Two  patients  (9%)  in  this 
group  developed  a pelvic  abcess,  compared  to 
one  patient  (0.6%)  developing  a pelvic  abscess 
in  those  individuals  who  had  not  undergone 
incidental  appendectomy.  Of  the  appendices 
removed  at  the  time  of  surgery  for  ectopic 
pregnancy,  13.6%  had  significant  inflammation 
of  the  appendices  wall  to  indicate  excision. 

Anemia  (hematocrit  less  than  32%)  the  most 
common  postoperative  complication,  occurred 
in  32  patients  (16%). 

28  patients  (14%)  were  Rh  negative.  Regard- 
less of  surgical  treatment,  hyperimmuno- 
globulin was  administered  to  nine  patients  or 
32.2%  of  the  Rh  negative  patients.  Surgical 
treatment  resulted  in  sterility  in  6 (21.4%)  of 


the  Rh  negative  patients,  where  no  hyper- 
immunoglobulin was  administered.  13  patients 
(46.4%)  had  surgical  procedures  that  allowed 
them  to  retain  their  fertility,  and  were  not 
given  hyperimmunoglobulin.  One  of  these 
patients,  in  the  latter  group,  did  develop 
hemolytic  disease  of  the  fetus  in  a subsequent 
pregnancy. 

There  were  21  (10.5%)  of  the  total  patients 
surveyed  who  had  no  blood  type  or  Rh  factor 
identified  in  the  medical  charts. 


12.  Obstetrical  history  following 
ectopic  pregnancy 

This  current  series  had  three  cases  of 
simultaneous  intrauterine  and  extrauterine 
pregnancy.  One  patient  aborted  two  months 
after  surgery  for  the  ectopic  pregnancy.  The 
other  two  carried  to  term  with  the  vaginal 
delivery  of  healthy  infants. 

Following  surgery  for  ectopic  pregnancy  161 
patients  retained  their  fertility.  Thirty  of  these 
women  (18.8%)  did  become  pregnant;  16 
patients  (9.9%)  had  a repeat  ectopic  preg- 
nancy, 12  (7.5%)  had  normal  pregnancies  and 
2 (1.4%)  underwent  early  spontaneous  abor- 
tions. 


OPERATIONS 

NO  OF  PTS 

PERCENT 

Cornual  Resection 

8 

4 0 

TAH  with  BSO 

8 

4,0 

TAH  with  Unilateral  Salpingo  Oophorectomy 

3 

1.5 

TAH  with  Unilateral  Salpingectomy 

4 

2 0 

Ovarian  Wedge  Resection 

1 

0.5 

Oopherectomy 

1 

0 5 

Tubal  Operations 

175 

87  5 

Salpingectomy 

96 

47  5 

Salpingectomy  (with  contralateral 

sterilization) 

15 

7.5 

Salpingo  Oopherectomy 

53 

26.5 

Salpingo  Oopherectomy  (with 

contralateral  sterilization) 

10 

50 

Tuboplasty 

2 

1.0 

Table  III 

Surgical  Procedures  Performed  on  Patients  with 
According  to  the  Time  Interval  from  Initial  Visit  to 
the  Physician  Until  Admission  to  the  Hospital  for 
Diagnosis  and  Treatment 
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Neonatal  Intensive  Care  System 
in  Nebraska 


TfcROGRESS  in 

neonatal  care  in 

the  United  States  is  partially 

reflected  by 

infant  mortality 

rates. 

A comparison  between  the  United 

States  and  Nebraska  is  presented. 

U.S. 

Nebraska 

1915 

99.91 

N/A2 

1925 

71.7 

57.5 

1935 

55.7 

41.1 

1945 

38.3 

28.7 

1955 

26.4 

23.6 

1965 

24.7 

22.6 

1975 

16.1 

13.9 

1980 

13. 13 

12.0 

1)  Per  1,000  live  births 

2)  N/A  — Not  Available 

3)  Provisional 

Nebraska  is  a large  state,  extending  450 
miles  east  and  west,  250  miles  north  and  south. 
The  population  is  only  1.5  million,  with  one 
half  residing  in  the  eastern  third  of  the  state.  In 
1979,  there  were  26,000  live  births,  225  fetal 
deaths,  plus  an  assumed  4,000  spontaneous 
abortions.  Dividing  30,000  total  pregnant  by 
1.5  million  indicates  that  2%  of  Nebraskans 
are  directly  affected  by  pregnancy.  Concern  by 
the  extended  family  probably  increases  this 
figure  to  10%. 

States  with  high  population  densities  have 
encountered  little  or  no  difficulty  in  establish- 
ing an  effective  neonatal  intensive  care  system. 
A sparse  population  should  not  be  a deterrent 
to  quality  medical  services.  Physicians  in 
Nebraska  have  developed  a voluntary  triage 
system,  consisting  of  the  community  hospital 
and  secondary  and  tertiary  neonatal  centers. 
These  centers  (which  are  rapidly  becoming 
perinatal  centers)  have  been  established 
across  the  state,  so  that  with  few  exceptions, 
no  mother  or  infant  is  more  than  two  hours  by 
surface  transporation  from  a center.  The  life 
supporting  neonatal  centers  are  located  in 
Omaha,  Lincoln,  Grand  Island,  Hastings, 
Kearney,  North  Platte,  and  Scottsbluff.  Two 
additional  neonatal  centers  are  utilized  by 
Nebraska  residents:  Denver,  Colorado  for 
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tertiary  care  for  distressed  infants  in  the 
western  part  of  the  state,  and  Yankton,  South 
Dakota  for  infants  from  northeastern  Nebraska. 

Each  neonatal  center  is  equipped  with  life 
supporting  systems  and  skilled  personnel. 
Transport  teams  consisting  of  neonatal  nurse, 
respiratory  therapist,  and  physician  are  avail- 
able. Their  function  is  to  stabilize  (tempera- 
ture, respirations,  hydration,  acidosis)  the  sick 
infant  and  establish  reporting  systems  with  the 
parents  and  the  referring  hospital.  Transport  is 
generally  by  ambulance,  occasionally  helicopter, 
and  fixed  wing  to  tertiary  neonatal  centers. 
During  the  past  two  years,  there  has  been  an 
increase  in  the  transfer  of  high  risk  mothers, 
with  the  fetus  in  utero,  to  the  perinatal  centers. 
This  has  the  added  advantage  of  intervention 
therapy  being  available  to  the  mother  and 
immediate  stabilization  and  support  for  the 
infant. 

Admissions  to  the  neonatal  centers  have 
increased  rapidly,  indicating  the  need  for  their 
specialized  services  and  the  cooperative  ar- 
rangements between  the  community  hospitals 
and  the  neonatal  centers.  In  1968,  with  only 
one  neonatal  center  in  the  state,  there  were 
138  admissions.  In  1978,  there  were  1,929 
admissions  to  ten  neonatal  centers.  During  this 
period,  the  neonatal  mortality  rate  in  the  first 
24  hours  of  life  was  reduced  from  10.4  to  4.2 
per  1,000  live  births.  In  addition  to  survival, 
there  has  been  a marked  reduction  in  neuro- 
logical sequelae  in  the  low  birth  weight  infants. 

An  important  component  of  the  system  is  an 
educational  program,  directed  towards  im- 
proved obstetrical  and  newborn  care  and 
screening  for  the  high  risk  mother  and  high  risk 
infant.  This  is  accomplished  by  programs  for 
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nurses  and  physicians.  A number  of  organiza- 
tions have  joined  in  this  education  endeavor: 
Nebraska  State  Health  Department,  Division 
of  Maternal  and  Child  Health,  the  Great  Plains 
Perinatal  Health  Association,  the  University  of 
Nebraska,  Creighton  University,  the  secondary 
and  tertiary  centers,  and  the  March  of  Dimes- 
Birth  Defect  Foundation. 

Improvement  in  infant  mortality  rates  has 


been  due  primarily  to  the  centers.  Presently, 
the  leading  contributors  to  neonatal  mortality 
are  congenital  anomalies  and  low  birth  weight 
infants.  Considering  the  cost  of  hospitaliza- 
tion, $300  to  $100,000,  improved  obstetrical 
care,  with  a more  appropriate  gestational  age 
and  increased  birth  weight  may  eliminate  the 
necessity  of  a transfer  or  reduce  the  length  of 
time  in  the  center. 


Urodynamic  Assessment 
of  the  Urologic  Patient 


URODYNAMIC  measurement  is  a 
method  of  studying  the  act  of 
voiding  by  measuring  the  rate 
of  urinary  excretion  (flow  rate),  bladder  pres- 
sure during  rest  and  during  voiding,  internal 
urethral  resistance,  sphincter  contraction  and 
relaxation.  Each  measurement  can  be  made 
separately  or  several  measurements  can  be 
made  simultaneously.  These  characteristics  of 
the  bladder  and  urethra  can  now  be  studied 
clinically  because  of  the  availability  of  elec- 
tronic instruments  which  can  obtain  these 
measurements  in  an  accurate  and  reproducible 
manner.  It  is  readily  apparent  that  the  more 
careful  the  measurement  of  a phenomenon,  the 
greater  will  be  its  understanding,  and  thereby, 
the  more  successful  its  correction. 

Hand-in-hand  with  advances  in  the  measure- 
ment of  voiding  disorders  are  advances  in  the 
pharmacodynamics  of  the  bladder  and  urethra. 
Through  the  use  and  better  understanding  of 
the  actions  of  many  old  and  some  new  drugs, 
activity  of  the  bladder  and  urethra  can  be 
altered. 

The  urinary  pattern  is  divided  into  five 
stages:  A)  Premicturition  continence,  B)  Pre- 
micturition transition,  C)  Micturition,  D)  Post- 
micturition transition,  and  E)  Postmicturition 
continence  (Figure  1).  These  five  stages  can  be 
studied  by  urodynamic  techniques  and  the 
information  obtained  can  be  used  in  conjunc- 
tion with  radiographic  or  endoscopic  data.  A 
further  explanation  of  these  measurements 
follows. 

1)  Flow  Rate 

A record  of  the  volume  of  fluid  passing 
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through  the  urethra  per  unit  time  (ml/sec). 
Well  defined  studies  have  shown  that  a peak 
flow  rate  of  16  cc/sec.  can  be  directly 
correlated  (when  a neurogenic  component 
does  not  exist)  with  an  overall  average  urethral 
diameter  of  15  French  (5  mm). 

The  flow  rate  can  be  normal  in  instances  of 
bladder  outlet  and  urethral  pathology  when 
the  bladder  pressure  is  increased.  This  error 
can  be  corrected  by  measuring  the  bladder 

FIGURE  1 

URINARY  MICTURITION  CYCLE 


Continence  Transition  Voiding  Transition  Continence 
TIME  (sec) 
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pressure  simultaneously  with  the  flow  rate. 
The  measurement  of  bladder  pressure  at  the 
time  of  obtaining  the  flow  rate  can  enable  one 
to  utilize  the  formula  P/F^,  where  P = the 
intravesical  pressure  and  F = the  flow  rate.  By 
utilizing  the  constant  number  obtained,  one 
can  delineate  the  problem.  The  normal  is  0.3; 
less  than  0.3  suggests  a neurogenic  etiology 
and  a value  greater  than  0.3  suggests  obstruc- 
tion. The  flow  rate  is  also  useful  in  evaluating 
incontinence,  particularly  stress  incontinence, 
as  the  curve  obtained  seen  as  a breadloaf  or 
hyperdynamic  curve,  may  signify  poor  urethral 
resistance.  This  lack  of  resistance  may  occur 
with  a normal  or  even  hypernormal  flow  rate. 
The  flow  rate  is  used  to  evaluate  stages  C and 
D of  the  urinary  pattern  curve. 

2)  Cystometrogram 

Once  called  the  urologist’s  reflex  hammer, 
the  cystometrogram  measures  the  activity  of 
the  bladder  muscle.  By  passively  filling  the 
bladder  with  either  gas  or  fluid  and  simul- 
taneously recording  both  volume  and  pressure, 
one  can  evaluate  bladder  innervation,  muscle 
tone,  and  the  sacral  reflex,  and  can  assess  the 
extent  of  neurologic  involvement  secondary  to 
trauma  or  one  of  the  myelopathies.  To  increase 
its  usefulness  further,  the  cystometrogram  can 
be  modified  by  various  drugs,  thus  increasing 
its  diagnostic  usefulness  and  also  enabling  a 
more  careful  estimation  of  subsequent  thera- 
peutic success. 

Because  of  the  amount  of  time  needed  and 
the  requirement  of  largebore  catheters,  water 
cystometry  is  being  used  less  frequently  in 
favor  of  rapidly  reproducible  gas  (CO2) 
cystometry.  Some  believe  that  gas  does  not 
physiologically  stimulate  the  detrusor  muscle, 
but  this  has  not  been  proven.  The  cystometro- 
gram measures  the  premicturition  continence 
phase  (Stage  A),  the  transition  phase  (Stage 
B),  and  the  micturition  phase  (Stage  C)  of  the 
urinary  curve. 

3)  Urethral  Pressure  Profile 

The  urethral  pressure  profile  measures  the 
urethral  resistance  at  successive  points  along 
the  length  of  the  urethra.  As  with  cystometry, 
gas  or  fluid  has  been  used  for  this  measure- 
ment. It  is  important  to  use  the  same  medium 
throughout,  however,  as  the  results  obtained 
with  different  media  are  not  comparable. 

Classically,  continence  has  been  thought  to 


be  a result  of  adequate  urethral  length  and 
appropriate  urethrovesical  angle.  This  has 
been  measured  radiographically  with  results 
which  are  often  not  reproducible,  or,  at  best, 
ambiguous. 

The  urethral  pressure  profile  helps  evaluate 
continence  in  both  the  premicturition  and 
postmicturition  stages  (A  and  E).  This  can 
best  be  evaluated  by  comparing  the  intra- 
vesical pressure,  the  intraurethral  pressure, 
and  the  functional  urethral  length. 

Continence  has  been  identified  and  cor- 
related with  closure  pressure.  Closure  pres- 
sure is  the  difference  between  the  pressure  in 
the  bladder  and  that  in  the  urethra. 

Once  neurogenic  disease  of  the  bladder  has 
been  ruled  out  as  a causative  factor  of  either 
obstruction  or  incontinence,  the  urethra 
should  be  evaluated.  Incontinence,  particularly 
the  stress  variety,  is  noted  to  be  caused  by  a 
shortened  functional  urethral  length  and  low 
closure  pressures.  Postoperative  results  may 
be  documented  by  appropriate  changes  in 
these  values. 

A neurogenic  urethra,  alone  or  in  combina- 
tion with  a neurogenic  bladder,  can  also  be 
evaluated  by  profilometry.  Noting  how  various 
drugs  modify  the  urethral  pressure  profile  also 
enables  the  physician  to  judge  therapeutic 
success  more  accurately. 

4)  Electromyogram 

By  studying  the  electromagnetic  potentials 
of  a muscle  one  can  note  its  degree  of 
contraction  and  relaxation.  By  placing  elec- 
trodes in  the  urinary  sphincter  muscle,  one  can 
note  these  characteristics  of  the  sphincter.  One 
can  also  correlate  contraction  and  relaxation 
with  other  measurements,  especially  flow  rate 
and  bladder  pressure,  thus  giving  a better 
overall  evaluation  of  the  various  components 
of  voiding  and  their  interrelationship.  The 
electromyogram  of  the  urinary  sphincter  moni- 
tors the  postmicturition  transition  stage  (D), 
the  continence  stage  (C),  and  the  micturition 
stage  (E).  This  study  is  especially  useful  in 
assessing  sphincter  paralysis  or  hyperactivity. 
The  latter  is  often  associated  with  neurogenic 
disease  of  the  bladder. 

To  exemplify  the  usefulness  of  urodynamics 
is  this  problem  patient: 
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A.N.  presented  to  the  office  with  the 
complaint  of  urinary  urge  and  stress  in- 
continence. 

She  gave  an  extensive  gynecologic  history. 
Ten  years  prior  she  had  undergone  a vaginal 
hysterectomy  and  anterior  colarrhaphy.  Also 
she  had  had  her  incontinence  treated  two  years 
ago  with  a Marshall-Marchetti-Kranz  bladder 
suspension.  The  procedures  seemingly  gave 
little  relief. 

Presently  she  was  leaking  and  changing  five 
vaginal  pads  per  day. 

Her  physical  exam  showed  only  a grade  1 
cystocele.  The  laboratory  studies  and  I.V.P. 
were  unremarkable. 

She  was  studied  with  a urodynamic  profile 
to  define  her  continence  mechanism:  flow  rate, 
cystometrogram,  and  urethral  pressure  profile. 

The  flow  rate  showed  a normal  configuration, 
a peak  flow  of  20  cc/sec,  and  a post  voiding 
residual  of  150  milliliters  of  urine.  The 
cystometrogram  in  both  supine  and  sitting 
positions  showed  a sawtooth  pattern  with  the 
inability  of  this  patient  to  suppress  her  bladder 
from  contracting.  This  implies  an  unstable 
bladder.  The  urethral  pressure  profile  showed 
the  valve  closure  to  be  very  low  with  the 
remnants  of  her  previous  surgery  show  low 
peaks. 

Such  a complex  case  thus  demonstrates 
incontinence  due  to  loss  of  support  of  the 
bladder  continence  mechanism,  a large  post 
void  residual  and  an  unstable  bladder. 

She  was  started  on  anticholinergics  to 
decrease  the  bladder  irritability  and  on  inter- 
mittant  catheterization  to  decrease  her  re- 


sidual. She  has  tolerated  this  well  and  is  totally 
continent. 

Further  operative  therapy  would  probably 
have  been  unsuccessful  on  this  patient  who 
had  already  had  extensive  morbidity  with  her 
disease. 

Summary: 

Urodynamic  assessment  of  the  urologic 
patient  is  useful  in  the  diagnosis  and  manage- 
ment of  many  voiding  disorders.  This  assess- 
ment has  enabled  the  urologist  to  diagnose 
several  heretofore  mysterious  voiding  prob- 
lems, especially  bladder  sphincter  dyssynergia, 
and  has  made  the  diagnosis  of  incontinence 
much  more  exact.  This  assessment  has  further 
refined  and  improved  management  of  the 
patient  with  neurogenic  bladder  disease  and 
has  added  a broad  new  vista  to  the  urological 
surgeon. 
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Diffuse  Pneumonia  and  Acute  Respiratory 
Failure  Due  to  Infectious  Mononucleosis 


Abstract 

A 16-year-old  patient  developed  diffuse 
pulmonary  infiltrates  and  respiratory  failure 
in  association  with  infectious  mononucleosis. 
An  acute  Epstein-Barr  virus  (EBV)  infection 
was  confirmed  serologically,  and  other  likely 
causes  of  pneumonia  were  excluded.  Clinical 
improvement  occurred  with  supportive  care 
and  oxygen  therapy. 

Introduction 

INFECTIOUS  mononucleosis  is 
a systemic  disease  which 
most  commonly  affects  child- 
ren and  young  adults.  Although  involvement 
of  the  upper  respiratory  system  occurs 
frequently  and  is  often  symptomatic,  primary 
disease  of  the  lungs  is  uncommon  and  usually 
insignificant  when  present.  This  report  des- 
cribes a 16-year-old  patient  who  developed 
diffuse  pneumonitis  with  respiratory  failure 
and  the  clinical  picture  of  adult  respiratory 
distress  syndrome  (ARDS)  due  to  infectious 
mononucleosis. 

Case  report 

A 16-year -old  girl  was  referred  for  hospit- 
alization because  of  diffuse  pulmonary  infil- 
trates and  increasing  respiratory  distress. 
One  week  prior  to  admission  she  developed 
symptoms  of  myalgia,  generalized  weakness, 
easy  fatigability,  and  swelling  of  cervical 
lymph  nodes.  Two  days  later  she  had 
shaking  chills  alternating  with  episodes  of 
profuse  sweating.  Her  temperature  rose  to 
39.5°C.  A nonproductive  cough  and  dyspnea 
at  rest  had  been  present  for  three  days.  She 
had  no  gastrointestinal  or  urinary  complaints 
and  no  history  of  rash. 

Examination  disclosed  the  patient  to  be  in 
mild  distress  with  respiratory  rate  34  per 
minute.  Pulse  was  112  per  minute  and 
regular,  blood  pressure  was  110/70  mm  Hg, 
and  temperature  was  38.8°C.  Posterior 
cervical  and  tonsillar  lymph  nodes  of  approx- 
imately 1 cm  in  diameter  were  palpable  and 
slightly  tender.  Bilateral  axillary  and  ingui- 
nal lymph  nodes  were  also  present.  Exami- 
nation of  the  posterior  pharynx  disclosed  no 
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exudates  or  mucusal  lesions.  No  skin  lesions 
were  observed.  Chest  expansion  was  reduced 
bilaterally  with  the  lungs  clear  to  percussion. 
Breath  sounds  were  bronchovesicular  and 
fremitus  was  increased.  Cardiac  examination 
was  negative  except  for  increased  rate.  No 
abdominal  masses  or  tenderness  were  pre- 
sent. The  liver  was  of  normal  size  and  the 
spleen  was  not  palpable.  The  nail  beds  and 
mucus  membranes  appeared  cyanotic. 

A chest  x-ray  disclosed  diffuse  alveolar 
and  interstitial  infiltrates  throughout  both 
lungs  (Fig.  1).  Blood  gases  obtained  during 
ambient  air  breathing  revealed  PaC>2  40  torr, 
PaCC>2  29  torr  and  pH  7.52  (A-aDC>2  117 
torr).  With  oxygen  at  5 liters  per  minute  by 
nasal  cannulae,  the  PaC>2  rose  to  70  torr. 
Hemoglobin  was  15  gm/dL  and  the  white 
blood  cell  count  was  11,200/mm  . The  differ- 
ential count  was  28%  segmented  neutrophils, 
19%  band-forms,  21%  lymphocytes,  25% 
atypical  lymphocytes,  2%  myelocytes  and 
5%  monocytes.  Alkaline  phosphatase  was 
170  u/L  (normal  30  to  115  u/L),  total 
bilirubin  was  1.4  mg/dL,  and  SGOT  was  140 
u/L  (normal  1 to  41  u/L).  Monospot  test  was 
positive.  Heterophil  antibody  titer  using  beef 
cells  was  1:224  and  was  unchanged  after 
guinea  pig  kidney  absorption.  Reverse  pas- 
sive hemagglutinin  test  for  hepatitis  B 
surface  antigen  was  postitive.  Radioim- 
munoassay for  hepatitis  B surface  antigen 
(HBsAg)  and  for  anti  hepatitis  B antibodies 
(anti  HBs)  were  negative.  Direct  Coombs 
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Figure  1.  Admission  chest  radiograph  showing 
diffuse  pneumonia  due  to  infectious  mononucleosis. 


test  and  the  test  for  serum  cold  agglutinins 
were  negative.  Sputum,  blood  and  urine 
cultures  were  negative.  Acute  and  convales- 
cent complement  fixation  titers  for  myco- 
plasma, adenovirus,  and  cytomegalovirus 
were  negative,  as  was  the  indirect  fluores- 
cence test  for  Legionnaires’  disease.  Epstein- 
Barr  virus  (EBV)  indirect  immunofluores- 
cence titers  for  lgG  to  EBV  capsid  antigen 
was  1:160  acute  and  1:320  at  five  weeks.  EBV 
serology  studies  done  by  Camillus  Witzleben, 
M.D.  at  the  Children’s  Hospital  of  Philadel- 
phia were  compatible  with  a “current,  pri- 
mary EBV  infection”. 

The  patient  was  treated  with  bedrest  and 
oxygen  by  nasal  cannulae.  Erythromycin  was 
begun  but  was  discontinued  on  the  third  day 
of  hospitalization  when  the  diagnosis  of 
infectious  mononucleosis  appeared  likely.  Her 
temperature  remained  elevated  throughout 
the  hospitalization  and  she  was  discharged 
after  five  days  with  continued  convalescence 
at  home.  Chest  x-ray  showed  improvement 
at  the  time  of  discharge  but  remained 
abnormal  for  several  weeks.  The  only  addi- 
tional complication  was  a serous  otitis  media. 
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Discussion 

Diffuse  pneumonia  is  rarely  encountered 
as  a primary  manifestation  of  infectious 
mononucleosis.  In  a review  of  200  cases  of 
infectious  mononucleosis,  Hoagland 1 found 
no  evidence  of  lower  respiratory  tract  di- 
sease, and  he  criticized  the  diagnostic  cri- 
teria used  in  many  earlier  reports  of  unusual 
findings.  Dunnet2  was  unable  to  identify 
parenchymal  lung  disease  in  80  cases  of 
infectious  mononucleosis  which  he  reviewed. 
Lander  and  Palsyew3  evaluated  the  chest 
radiographs  from  59  patients  with  infectious 
mononucleosis  and  identified  three  with 
interstitial  infiltrates.  Heterophil  antibody 
titers  were  elevated  in  all  of  these  patients, 
but  EBV  titers  were  positive  in  only  two  of 
the  59  subjects. 

Baehner  and  Shuler4  reported  that  3 of 
105  patients  with  infectious  mononucleosis 
who  were  less  than  17  years  of  age  had 
evidence  of  bronchopneumonia  by  chest  x- 
ray.  One  of  the  three  was  found  to  have 
significant  elevation  of  serum  cold  agglutinin 
titers.  Greenstone  5 observed  that  myco- 
plasma pneumonia  may  complicate  infectious 


mononucleosis,  and  mycoplasma  infection 
should  be  considered  when  pulmonary  par- 
enchymal disease  is  present  in  association 
with  infectious  mononucleosis.  Several  case 
reports  have  described  pulmonary  infiltrates 
and  radiographic  changes  resembling  viral 
pneumonia.5'8  In  two  of  these  reports, 
bacterial  superinfection  of  the  lungs  compli- 
cated the  clinical  picture,  and  in  none  were 
blood  gas  data  available  nor  was  respiratory 
failure  reported  as  a problem. 

Although  respiratory  failure  due  to  infec- 
tious mononucleosis  may  result  from  neuro- 
muscular paralysis,  upper  airway  obstruc- 
tion, or  central  nervous  system  disease,  the 
occurrence  of  acute  respiratory  failure  with 
severe  hypoxemia  as  a result  of  diffuse 
pneumonia  is  an  unexpected  finding.  In  this 
patient  there  was  no  evidence  of  concurrent 
bacterial,  viral,  or  mycoplasma  infection,  and 
the  diagnosis  of  infectious  mononucleosis  due 
to  EBV  was  confirmed  serologically.  Treat- 
ment consisted  of  supplemental  oxygen  and 
supportive  care.  Clinical  improvement  began 
soon  after  hospitalization,  but  the  chest  x-ray 
remained  abnormal  for  several  weeks. 


I Remember: 

HOBBS,  Elmer  T.  B 06,  N.D..  B.A. 

and  B.S.  U.N.D.  1928  and  1929; 
M.D.  U.N.  1931;  interned  at  St. 
Elizabeth’s  Hospital,  Lincoln,  Nebraska,  1931 
and  1932.  I have  a dental  friend  and  associate 
who  has  marveled  at  the  fact  that  his  mother 
came  to  Nebraska  in  a covered  wagon  and 
lived  to  see  the  landing  of  the  astronauts  on  the 
moon.  The  changes  in  medical  knowledge  and 
armamentarium  during  the  same  period  have 
been  less  spectacular  but  just  as  drastic.  The 
art  of  medicine  seems  to  have  been  misplaced 
and  the  highly  trained,  ultrascientific,  finan- 
cially aware  individuals  have  taken  over.  I feel 
that  the  patient  is  the  loser  and  that  the 
patient  would  like  to  be  closer  to  his  physician 
and  be  able  to  talk  things  over  to  at  least  get  an 
idea  of  what  his  illness  might  be.  Hospitaliza- 
tion costs,  even  for  simple  test,  reach  astro- 
nomical figures  in  just  a few  days. 

Interning  at  St.  Elizabeth’s  in  the  thirties 
was  much  different  from  what  it  became  later. 


Acknowledgement 

The  authors  are  grateful  to  James  J.  Shehan, 
M.D.  of  Red  Oak,  Iowa  who  referred  this 
patient  for  evaluation  and  management. 


References 

1.  Hoagland  RJ:  The  clinical  manifestations  of  in- 
fectious mononucleosis.  A report  of  200  cases.  Am  J Med 
Sci  1960;  240:  21-29. 

2.  Dunnet  WN:  Infectious  mononucleosis.  Brit  Med  J 
1963;  1:  1187-1196. 

3.  Lander  P,  Palayew  MJ:  Infectious  mononucleosis:  A 
review  of  chest  roentgenographic  findings.  J Canadian 
Assoc  Radiol  1974:  25-26:  303-306. 

4.  Baehner  RL,  Shuler  SE:  Infectious  mononucleosis  in 
childhood.  Clin  Pediatr  1967;  6:  393-399. 

5.  Greenstone  G:  Infectious  mononucleosis  compli- 
cated by  mycoplasma  pneumonias:  Report  of  two  cases.  J 
Pediatr  1977;  90:  492. 

6.  Mundy  GR:  Infectious  mononucleosis  with  pul- 
monary parenchymal  involvement.  Brit  Med  J 1972;  1: 
219-220. 

7.  Fermaglich  DR:  Pulmonary  involvement  in  infec- 
tious mononucleosis.  J Pediatr  1975;  86:  93-95. 

8.  Ensel  P,  Dordain  M,  Dailly  R:  Les  formes  pul- 
monaires  de  la  mononucleose  infectieuse  chez  l’enfant. 
Sem  Hop  Paris  1970;  46:  2090-2096. 


ELMER  T.  HOBBS,  M.D. 

There  were  two  of  us  and  we  were  expected  to 
see  every  patient  who  came  in  and  be  on  call 
twentyfour  hours  a day,  seven  days  a week. 
One  case  that  impressed  me  was  a big  strong 
young  man  who  had  pricked  his  finger  with  a 
rusty  pin.  He  had  a staphlococcus  septicemia 
and  died  a few  days  later,  his  body  covered 
with  small  abscesses. 

My  first  practice  was  in  Glenvil,  Nebraska,  a 
town  of  about  300  in  a rich  farming  community 
just  east  of  Hastings.  This  was  in  the  midst  of 
the  worst  depression  the  United  States  has  yet 
experienced.  There  were  two  good  crops  with 
prices  so  low  that  it  did  not  pay  to  harvest, 
followed  by  a year  of  complete  drought  during 
which  the  farmers  fed  mixtures  of  Russian 
thistle  and  molasses  to  their  cattle  to  keep 
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them  alive.  This  was  a time  of  barter: 
butchered  pigs,  chickens,  wood,  milk,  and  eggs. 

There  was  much  rust  on  the  corn  the  first 
year  and  hand  infections  were  common.  One 
man  had  a very  severe  infection  in  the  palm  of 
his  hand  and  refused  to  go  to  the  hospital.  I 
took  my  wife  out  to  the  farmhouse  (she  was  a 
Home  Ec)  and  showed  her  how  to  drop  ether 
after  I had  the  patient  asleep.  Under  as  sterile 
conditions  as  possible  the  hand  was  washed, 
draped  with  sterile  towels  and  six  rubber 
drains  were  inserted.  He  recovered  with  a 
normal  hand,  but  there  was  a tragic  event  in 
the  same  family  later  when  another  member 
developed  appendicitis  and  when  he  finally 
consented  to  go  to  the  hospital  he  had  a 
generalized  peritonitis  which  was  fatal. 

All  deliveries  were  done  in  the  home.  One 
night  with  the  help  of  a doctor  from  the 
neighboring  town  of  Fairfield  who  gave  a very 
smooth  chloroform  anaesthetic,  I did  a version 
and  delivery  because  of  a central  placenta 
praevia.  We  got  a two  pound  baby  who  lived 
about  twentyfour  hours. 

In  the  fall  of  1935  I was  offered  the  job  of 
City  Physician  of  Lincoln  by  Mayor  Copeland 
on  the  recommendation  of  Charles  Arnold, 
M.D.  My  first  call  was  to  an  Indian  Tepee 
located  in  Pioneer  Park  where  the  Indians  were 
having  a Pow  Wow.  The  patient  was  one  of  the 
children  who  had  impetigo.  I made  a resolution 
then  that  I would  accept  no  calls  for  in- 
dividuals from  the  Police  Department  or  third 
party  persons.  I had  to  step  pretty  hard  on 
some  toes  and  learned  later  that  chief  of  police 
and  the  mayor  had  tried  to  get  me  fired  but  the 
Council  said  no. 

Those  were  the  days  of  the  F.E.R.A.  If  a man 
took  a small  job  to  help  feed  his  family  and  the 
F.E.R.A.  office  heard  about  it  (and  there  were 
plenty  of  informers)  he  was  immediately  cut  off 
all  aid  and  he  couldn’t  get  back  on  until  he  had 
been  out  of  work  for  two  weeks. 

In  1937,  Dr.  Clarence  Emerson  invited  me 
to  share  office  space  in  his  new  building 
located  in  a residential  area  which  was  a new 
concept.  I willingly  resigned  from  the  city 
position.  Then  in  December  of  1940,  the 
National  Guard  was  called  up  and  just  as  we 
had  the  year  in,  it  was  extended  to  1945  by 
Pearl  Harbor. 


On  my  return  I was  introduced  to  the  new 
drug,  prontosil.  I used  it  on  a patient  who  had  a 
staph  pneumonia  and  when  he  got  anemic  gave 
him  blood  transfusions.  He  finally  recovered 
and  I believe  the  new  drug  helped  a great  deal. 

I left  Dr.  Emerson’s  office  and  worked  for  a 
couple  years  in  the  outpatient  department  of 
the  Veterans  Hospital  which  I left  to  open  an 
office  in  Bethany. 

One  of  the  first  patients  I used  injectable 
penicillin  on  was  a boy  with  typical  scarlet 
fever.  He  had  the  typical  exudate  over  his 
tonsils,  palate,  and  pharynx,  enlarged  glands, 
the  typical  rash  including  the  perioral  pallor. 
Those  were  the  times  when  a twentyone  day 
quarantine  was  mandatory  for  the  patient  and 
his  contacts.  I gave  him  the  pencillin  injection 
in  late  afternoon  and  stopped  by  to  see  him 
about  noon  the  next  day.  He  was  up  playing, 
the  exudate  and  rash  were  gone,  and  there 
were  no  signs  remaining  of  the  scarlet  fever. 

Another  case  that  established  my  practice  in 
Bethany  was  Mac.  His  wife  called  to  say  that 
he  was  so  swollen  that  he  could  not  sit  down. 
Mac  was  indeed  swollen;  his  legs  were  like 
stovepipes,  his  abdomen  so  full  of  fluid  that  his 
trousers  lacked  six  inches  of  meeting  in  the 
midline.  There  were  no  diuretics  in  those  days 
so  we  gave  him  50  ml  of  50%  glucose.  He  was 
also  digitalized  in  the  first  twelve  hours, 
although  his  heart  was  regular.  This  was  on  a 
Thursday  and  talking  to  his  wife  by  phone  the 
next  day  she  said  that  he  was  better.  On 
Monday  I stopped  to  see  him  and  found  that 
he  had  gone  back  to  work  with  no  swelling 
remaining. 

Many  diseases  that  used  to  keep  the 
practitioner  busy  have  now  almost  entirely 
disappeared.  I hope  that  the  drug  companies 
will  not  completely  destroy  their  ability  to 
make  serums  because  these  diseases  may 
return  after  a couple  generations. 

Sold  out  my  office  in  1973  and  did  only  part 
time  work  until  New  Years  1975  when  a severe 
coronary  entered  the  picture.  This  was  fol- 
lowed by  a bypass  operation  from  which  I 
recovered  and  then  decided  to  retire  com- 
pletely. 
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Down  Memory  Lane 


1.  Cancer  in  bone  has  been  shown  to  be 
always  a secondary  manifestation  of  carcinoma 
primary  somewhere  else. 

2.  Visible  blood  seldom  occurs  in  the  stool 
from  the  region  of  the  upper  intestinal  tract 
and  usually  exhibits  itself  as  a chocolate 
black  or  a tarrycolorationand  many  times  only 
in  the  occult  form. 

3.  Cancer  ranks  second  as  a cause  of  death 
in  the  United  States. 

4.  Everything  in  medicine  is  relative.  Be- 
cause of  this  it  is  difficult  to  give  to  the  lay 
person  a simple  and  accurate  exposition  of 
facts  regarding  the  disease.  A statement  which 
might  be  accurate  in  90  per  cent  of  cases  might 
be  misleading  in  the  remaining  10  per  cent. 

5.  Cancer  of  the  stomach  so  common  in 
man  is  very  rare  in  animals,  never  found  in  the 
dog;  cancer  of  the  cervix  uteri,  so  common  in 
women,  is  quite  rare  in  animals,  etc. 


6.  Thousands  of  lives  are  sacrificed  for 
want  of  a little  knowledge. 

7.  Cervical  cancer  develops  abruptly  and 
advances  to  a serious  condition  in  many  cases 
within  a few  months,  so  that  an  examination 
should  be  made  at  least  every  six  months. 

8.  The  Nebraska  University  College  of 
Medicine  has  some  60  married  men  as 
students.  Time  was  when  the  embryo  doctor 
had  to  wait  several  years  after  graduation  until 
he  could  earn  enough  to  afford  to  get  married. 

9.  At  the  present  time  there  is  no  cure  for 
the  late  stages  of  cancer  and  no  reason  why  any 
individual  should  wait  for  the  late  stages  of 
cancer  and  then  expect  or  demand  a cure. 

10.  Cancer  can  be  cured  before  metastasis 
has  taken  place. 

The  Nebraska  State  Medical  Journal 
November,  1931 

F.C. 
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Between  Cases 


On  Editors. 

Once  again  I telephoned  the  editor,  pointing 
out  the  novel  nature  of  our  report  and  the 
excitement  it  would  surely  arouse. 

You'll  have  to  shorten  it,  he  said. 
Certainly,  I said. 

Robert  Edwards,  in  A matter  of  life;  by 
Robert  Edwards  and  Patrick  Steptoe. 

The  Press. 

In  the  life  of  every  successful  physician  there 
comes  the  temptation  to  toy  with  the  Delilah 
of  the  press.  There  are  times  when  she  may 
be  courted  with  satisfaction,  but  beware  . . . 
she  is  sure  to  play  the  harlot,  and  has  left 
many  a man  shorn  of  his  strength. 

Osier.  But  am  I the  press,  or  just  a 
successful  physician? 

Silver  Threads  Among  The  Gold. 

I wave  at  airplanes. 

Well,  do  you? 

Quote  Unquote. 

The  jests  of  the  rich  are  ever  successful. 
Goldsmith:  The  vicar  of  Wakefield. 

On  publishing  books  & having  children. 

I have  just  finished  reading  the  book  telling 
how  the  first  test-tube  baby  was  conceived 
and  born.  It  was  written  by  the  two  scientists 
who  brought  it  about.  The  book  cover  states 
that  one  of  the  authors  is  married  and  has 


five  daughters;  the  other  is  married  and  has 
two  children.  I have  published  three  books, 
and  I have  two  sons.  I’d  like  to  publish  two 
more  books,  but  I don’t  know. 

On  Books. 

Every  book  is  in  an  intimate  sense,  a circular 
letter  to  the  friends  of  him  who  writes  it. 
Robert  Stevenson. 

Good  Advice  To  Judges. 

Him  that  thou  must  punish  with  deeds, 
revile  not  with  words,  since  to  a wretch  the 
punishment  is  sufficient,  without  adding  ill 
language. 

Cervantes  (Quixote  to  Sancho). 

I Figured  It  Out. 

The  human  body  self-destructs  in  70  years. 

Heard  On  Television. 

We  are  now  in  recognition  of  that  problem. 
Don’t  be  upset;  it  was  a government 
official. 

I’m  Sorry. 

I have  read  all  of  A matter  of  life,  by  Robert 
Edwards  and  Patrick  Steptoe.  The  work  was 
astonishing,  and  anyone  who  didn’t  agree 
with  what  I said  about  it  before  may  now  let 
the  hackles  fall  and  feathers  be  ruffled  or 
unruffled,  whichever  comes  first. 

F.C. 
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Coming  Meetings 


FUTURE  DIRECTIONS  IN  RESPIRATORY 
CARE  — November  12-13,  Holiday  Inn,  Old 
Mill,  Omaha.  Sponsored  by  Nebraska 
Thoracic  Society  and  Nebraska  Society  for 
Respiratory  Therapy.  Contact  Alan  Wass, 
American  Lung  Association  of  Nebraska, 
7363  Pacific  Street,  Suite  212,  Omaha,  NE 
68114,  (402)  393-2222. 

AMERICAN  MEDICAL  ASSOCIATION 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 

DECEMBER  10-12,  1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AO  A.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St. 
Louis,  MO  63110  (314)  454-3873 

SCIENTIFIC/SKI  MEETING  — The  North- 
western Medical  Association  convenes  for 
its  35th  Annual  Meeting  at  Sun  Valley, 
Idaho,  from  February  8 to  12,  1982. 
Diabetes  and  related  vascular,  neurologic, 
eye,  and  ENT  problems,  ski-injury  preven- 
tion, and  high-altitude  physiology  will  he 
discussed  by  experts.  Approved  for  10  CME 
Category  I credits.  Registration  3 to  5 p.m., 
February  8,  Challenger  Inn,  Sun  Valley. 
Nonmembers  registration  $100.  For  infor- 
mation, write  to  Norman  Christensen,  M.D., 
Secretary,  2456  Buhne  Street,  Eureka, 
California  95501. 

International  Academy  of  Pathology:  The 

Annual  Meeting  of  the  United  States-Canadian 
Division  of  the  International  Academy  of 
Pathology  will  be  held  at  the  Sheraton  Boston 
in  Boston,  Massachusetts  from  March  1 
through  March  5,  1982.  The  Maude  Abbott 
Lecture  entitled  “Soft  Tissue  Tumors  in  the 
19th  and  20th  Century”  will  be  delivered  by 
Dr.  Raffaele  Lattes  on  March  2. 


Scientific  Papers,  Poster  Sessions,  12 
Specialty  Conferences,  and  45  Short  Courses 
are  scheduled.  Two  Special  Courses  will  be 
offered  on  “Immunopathologic  Techniques  in 
Diagnostic  Pathology”  with  Dr.  Robert  Mc- 
Cluskey  as  Course  Director  and  “Electron 
Microscopy  in  Diagnostic  Pathology”  with  Dr. 
Benjamin  Trump  as  Course  Director.  The 
Long  Course  will  be  on  “Connective  Tissues 
and  Connective  Tissue  Diseases”  with  Drs. 
Bernard  M.  Wagner  and  Raul  Fleischmajer  as 
Course  Directors. 

Two  special  lectures  are  to  be  presented 
during  the  meeting.  On  March  1,  in  celebration 
of  Harvard’s  Bicentennial,  Drs.  Gustave 
Dammin  and  Arthur  Hertig  will  present  a 
session  on  “Contributions  of  Harvard  to 
Pathology.”  On  March  2,  Dr.  Baruj  Benacerraf, 
Nobel  Laureate,  will  speak  on  “The  Role  of 
MHC  Gene  Products  in  Immune  Regulation.” 

Information  may  be  obtained  from  Dr. 
Nathan  Kaufman,  Secretary-Treasurer,  United 
States-Canadian  Division  of  the  International 
Academy  of  Pathology,  1003  Chafee  Avenue, 
Augusta,  Georgia,  30904.  Telephone  (404) 
724-2973. 

THE  NORTHWESTERN  CENTER  FOR 
SPORTS  MEDICINE  is  pleased  to  announce 
that  we  will  once  again  sponsor  a Sports 
Medicine  Postgraduate  Course  in  Maui, 
Hawaii,  March  8-12,  1982.  The  course  has 
been  planned  to  coincide  with  the  Maui 
Marathon  and  will  carry  25  hours  of 
Category  I CME  credit.  For  further  informa- 
tion, interested  individuals  should  contact: 
Bates  Noble,  M.D.,  Course  Director,  North- 
western University  Center  for  Sports  Medi- 
cine, 303  East  Chicago  Avenue,  Chicago,  IL 
60611. 

Clinical  Cytopathology  for  Pathologists  — 
Postgraduate  Course 

The  Twenty-third  Postgrade  Institute  for 
Pathologists  in  Clinical  Cytopathology  is  to  be 
given  at  The  Johns  Hopkins  University  School 
of  Medicine  and  The  Johns  Hopkins  Hospital, 
Baltimore,  Maryland,  March  22  - April  2,  1982. 
The  full  two  week  program  is  designed  for 
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pathologists  who  are  certified  (or  qualified)  by 
the  American  Board  of  Pathology  (PA),  or  its 
international  equivalent. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  27, 
1982.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  — March  24-25,  1982, 


UN  Medical  Center,  Omaha,  Nebraska; 
Speaker:  Renato  Dulbecco,  M.D.,  Salk 
Institute,  La  Jolla,  California. 


UNIVERSITY  OF  NEBRASKA  - ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  — 
April  15,  1982,  UN  Medical  Center,  Omaha, 
Nebraska;  Speaker:  Merlin  K.  DuVal,  M.D., 
National  Center  for  Health  Education,  San 
Francisco,  California.  Convocation  at  12:00 
noon.  AOA  Banquet  at  6:30  p.m.,  Omaha 
Country  Club,  Omaha,  Nebraska. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  30  - May  3,  1982, 
Omaha  Marriott,  Omaha,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 


Books 

Review  of  medical  physiology;  by  William  F.  Ganong, 
M.D.;  10th  edition;  limp  cover,  $17.00;  published  1981  by 
Lange  Medical  Publications,  Los  Altos,  California  94022. 

This  is  a large  review;  it  is  628  pages  long,  and  has 
figures,  pictures,  and  even  references.  It  first  appeared  in 
1963,  so  that  a new  edition  comes  out  every  two  years.  It  is 
fairly  easy  reading,  even  for  a nonphysiologist;  and  it  is,  as 
you  see,  up-to-date. 

It  should  be  worth  more  than  $17.00. 

F.C. 

Harper’s  review  of  biochemistry;  by  David  W.  Martin, 
Jr.,  M.D.,  Peter  A.  Mayes,  Ph.D.,  D.Sc.,  and  Victor  W. 
Rodwell,  Ph.D.,  and  associate  authors.  614  pages;  limp 
cover  $18.00;  published  1981  by  Lange  Medical  Publica- 
tions, Los  Altos,  California  94022. 


This  book  is  in  its  18th  edition,  having  first  appeared 
ini 939,  and  was  formerly  published,  I believe,  under  the 
title,  Review  of  physiological  chemistry.  The  17th  edition 
came  out  only  two  years  ago.  The  title  has  been  changed, 
to  include  the  word.  Biochemistry.  There  are  16  transla- 
tions, and  more  are  planned. 

The  book  is  divided  into  41  chapters;  there  are  tables 
and  figures,  and  a good  index;  the  print  is  very  good. 

F.C. 


Inner  city  alcoholism;  by  Geoffrey  P.  Kane,  M.D., 
M.P.H.;  263  pages;  hard  cover,  $19.95;  published  1981  by 
Human  Sciences  Press,  72  Fifth  Avenue,  New  York,  N.Y. 
10011. 

F.C. 
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President's  Page 


The  Fall  Session  of  the  Nebraska  Medical 
Association  House  of  Delegates  and  Board  of 
Councilors  was  held  the  first  weekend  in 
October  in  Lincoln. 

I should  like  to  report  to  you  some  of  the 
highlights: 

Dr.  Frank  Cole,  Editor  of  the  Journal  of  the 
Nebraska  Medical  Association,  was  honored 
for  his  many  years  of  fine  service  in  that 
capacity. 

In  conformity  with  a resolution  requesting 
definitive  guidelines  for  Delegates  and  Alter- 
nate Delegates,  and  members  of  the  NMA,  in 
regard  to  the  two  yearly  meetings  of  the  House 
of  Delegates,  a paper  will  soon  be  published  in 
the  Journal  elucidating  the  functions  of  the 
House  of  Delegates.  Particularly,  it  will  be 
stressed  that  all  members  of  the  NMA,  along 
with  the  Delegates  and  Alternate  Delegates, 
are  encourage  to  participate. 

It  was  my  regretful  duty  to  report  to  the 
House  of  Delegates,  and  now  you  the  member- 
ship, that  sometime  in  January  of  1982,  I shall 
necessarily  move  my  practice  location  to 
California  to  become  associated  with  the 
SCRIPPS  Clinic. 

My  timetable  for  this  move  was  considerably 
beyond  January,  but  due  to  unforeseen  cir- 
cumstances out  of  my  control,  the  move  was 
necessarily  advanced. 

Having  been  born  and  raised,  and  living  all 
of  my  life  in  Nebraska,  except  for  two  years  of 
military  service  in  Europe,  it  is  difficult  for  me 
to  leave  at  this  time.  My  wife  Virginia  (“Skip” 
to  many  of  you)  likewise  has  spent  all  of  her  life 
in  Nebraska.  She  also  shares  the  regrets  of 


leaving  this  beautiful  State  and  its  beautiful 
people,  particularly  those  physicians  and  their 
wives  of  the  NMA.  We  are  not  saying  good- 
bye, as  we  intend  to  return  frequently. 

With  the  approval  of  the  Board  of  Directors 
and  the  House  of  Delegates,  I will  be 
completing  my  term  as  President,  returning 
periodically  to  Lincoln  to  perform  any  required 
duties  and  functions,  along  with  the  help  of 
your  President-Elect,  Allan  Landers,  a very 
fine  Board  of  Directors,  many  fine  Committee 
Chairmen  and  members,  and  last  but  certainly 
not  least,  two  very  fine  executives  in  Ken  Neff 
and  Bill  Schellpeper. 

Thank  you. 
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Medicinews 


New  Technology  Services 

CINDAS  (The  Center  for  Information  and 
Numerical  Data  Analysis  and  Synthesis)  of 
Purdue  University  now  offers  a new  resource 
of  bibliographic  tape  files  to  enable  scientists 
and  engineers  to  uncover  a wealth  of  research 
and  technical  information  on  the  properties  of 
materials. 

Industry  can  now  acquire  computer-read- 
able  magnetic  tapes  of  the  Complete  CINDAS 
Files  or  Sub-Files  for  in-house  retrospective 
searches  of  data  sources  on  any  computer 
configuration. 

These  tapes  contain  bibliographic  informa- 
tion on  thermophysical,  electronic,  magnetic, 
and  optical  properties  of  materials.  In  addition, 
CINDAS  provides  a continuing  quarterly 
update  service  to  support  and  maintain  each  of 
two  Complete  Files  and  their  Sub-Files. 

Dr.  Y.  S.  Touloukian,  Director  of  CINDAS 
and  Distinguished  Atkins  Professor  of  Engi- 
neering, states  that  the  unrestricted  avail- 
ability and  use  of  CINDAS’  magnetic  tape  files 
for  the  first  time  provides  an  economical  and 
practical  way  for  business  and  industry  to 
benefit  and  advance  their  technology  in  an 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

James  Carr,  M.D.  — Born  Jan.  20,  1903,  died 
Aug.  23,  1981.  50-year  member  of  Nebraska 
Medical  Association.  Graduated  University 
of  Omaha  Medical  School  in  1931.  Practiced 
in  Seward  County  from  1930s  until  1960s. 


expert  way  with  the  most  comprehensive 
information  base  in  a given  application.  Using 
the  tapes  can  avoid  many  costly,  fruitless 
searches  for  data  and  resulting  design  mis- 
takes and  save  time  and  money. 

Those  interested  in  knowing  more  about  this 
new  service  may  contact  CINDAS  for  a 
detailed  description  and  contents  of  the  tapes. 
In  addition,  a User  Manual  has  been  published 
to  serve  as  a reference  for  the  computer 
programmer.  You  may  call  CINDAS  at  Purdue 
University  at  the  toll-free  number  (800)  428- 
7675.  Or  you  may  write  to  CINDAS/Purdue 
University,  2595  Yeager  Road,  West  Lafayette, 
IN  47906. 


The  American  Physicians  Poetry  Associa- 
tion has  been  formed  in  order  to  give  physician 
poets  a forum  in  which  to  exchange  views  and 
ideas. 

Please  join  us  and  send  your  poems  for 
consideration  for  publication  in  the  Journal. 
The  dues  are  $10  annually.  For  further 
infonnation  contact:  Richard  A.  Lippin,  M.D., 
230  Toll  Drive,  Southampton,  PA  18966. 


Curtis  T.  Todd,  M.D.  — Born  March  29,  1937, 
died  August  29,  1981.  Omaha  advisor  for 
Planned  Parenthood  and  served  on  its 
National  Medical  Committee.  Faculty  mem- 
ber of  the  University  of  Nebraska  Medical 
Center.  After  opening  private  practice,  he 
continued  to  teach  obstetrics  on  a volunteer 
basis  at  the  Medical  Center. 


254 


Nebraska  Medical  Journal  November  1981 


WashingtoNotes 

(Continued  from  page  24A) 

care  benefits  under  a law  signed  by  President 
Reagan. 

The  law  waives  the  two-year  period  follow- 
ing service  during  which  psychological  dis- 
orders must  manifest  themsleves  in  order  to  be 
classified  as  service-connected.  It  also  pro- 
vides that  former  POWs  who  were  imprisoned 
for  as  few  as  30  days  may  claim  certain 
disabilities  as  service-connected  without  fur- 
nishing medical  proof.  Previously,  the  period 
was  six  months. 

Former  POWs  sometimes  have  trouble 


establishing  claims  for  service-connected  dis- 
abilities because  of  inadequate  repatriation 
medical  examinations,  the  Veterans  Adminis- 
tration says.  A joint  VA-Dept.  of  Defense 
study  in  1980  found  that  POWs  have  higher 
incidences  of  physiological  and  psychological 
disabilities  than  those  not  taken  prisoner, 
because  of  starvation  diets,  lack  of  medical 
care,  and  inhumane  treatment  during  im- 
prisonment, the  VA  said. 

The  Prisoner  of  War  Health  Care  Benefits 
Act  of  1981  also  establishes  an  advisory 
committee  on  former  POWs  which  will  report 
biennially  to  the  VA  administrator  and  to 
Congress  on  POW  problems  in  compensation, 
health  care,  and  rehabilitiation. 


Picture  Gallery 


1981  NMA  FALL  SESSION 

(More  photos  next  month) 


Allan  Landers,  M.D.,  presiding  at  the  Board  of 
Councilors  Meeting. 


Allan  Landers,  M.D.,  presiding  at  the  Board  of 
Councilors  Meeting. 


Russell  Gorthey,  M.D.,  introducing  Frank  Cole,  M.D. 


Carlyle  E.  Wilson,  Jr.,  M.D.  addressing  the  Board 
of  Councilors. 
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Russell  Gorthey,  M.D.,  Frank  Cole,  M.D.  and 
Carlyle  E.  Wilson,  Jr.,  M.D. 


Presentation  of  Recognition  Plaque  to  Frank  Cole, 
M.D. 


Frank  Cole,  M.D.,  addressing  the  House  of  Delegates. 


Carlyle  E.  Wilson,  Jr.,  M.D.,  presenting  gift  to 
Frank  Cole,  M.D. 


Blaine  Roffman,  M.D.,  addressing  the  House  of 
Delegates  Session. 


Charles  Bressman,  M.D.,  presenting  Reference 
Committee  Report. 


Harry  McFadden,  M.D.,  presiding  at  the  House  of 
Delegates  Session. 


Alvin  A.  Armstrong,  M.D.,  presiding  at  the  House 
of  Delegates  Session. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 

Blue  Cross  and  Blue  Shield  of  Nebraska 

Wm.  H.  Heavey,  President 

P.O.  Box  3248,  Main  Station,  Omaha  68180 

Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Suite  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 


Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
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Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That's  today's  modern  physician  becoming  today's  modern  business- 
man . . at  the  expense  of  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours  No  books  to  balance,  no  salesmen  ana 
attorneys  calling,  and  no  late  hours  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that's  one  of  the  finest  in  the  world  You'll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization.  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Contact  Archie  Summerlin 

116  South  42nd  Street 
Omaha.  Nebraska  68131 


Call  Collect  402/221-4319 


A great  way  of  life. 
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’hysicians'  Classified — 

VAIL  CONDO  — two  bedroom,  beautiful  view, 
kitchen,  living  room,  fireplace.  $570. 00/week. 
Ralph  N.  Bloch,  M.D.,  9950  West  80th  Avenue, 
Arvada,  Colo.  80005,  (303)  425-0961  or  399-9076. 


BOARD  CERTIFIED  FAMILY  Practitioner 
looking  for  associate  in  new  two-man  Clinic 
.attached  to  hospital.  Excellent  hospital;  excellent 
community.  For  details,  contact:  Hal  Pumphrey, 
M.D.,  Westpark.  Hebron,  NE  68370,  (402)  768- 
7203. 
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Umbitrd 

bblets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitnptyline 
(as  the  hydrochlofide  salt) 

'tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 
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In  anxious  depression, 

SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  of  anxiety  and  depression.  One 
clinician'  found  a correlation  of  0.7  in 
anxiefy  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a belter  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.2-3 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  belween  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References:  1.  Claghorn  J Psychosomatics  7 7 438-44 1 , 
Sept-Oct  1970  2.  Rickels  K:  Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessarini  RJ,  Tarsy  D:  Tardive  dyskinesia,  in 
Psychopharmacology:  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press, 
1978,  p 999 


Before  prescribing,  pleese  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depres- 
sion associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  ben- 
zodiazepines or  tricyclic  antidepressants.  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  con- 
vulsions and  deaths  have  occurred  with  con- 
comitant use.  then  initiate  cautiously,  gradually 
increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with 
history  of  urinary  retention  or  angle-closure 
glaucoma.  Severe  constipation  may  occur  in 
patients  taking  tricyclic  antidepressants  and  anti- 
cholinergic-type drugs.  Closely  supervise  car- 
diovascular patients.  (Arrhythmias,  sinus  tachycar- 
dia and  prolongation  of  conduction  time  reported 
with  use  of  tricyclic  antidepressants,  especially 
high  doses  Myocardial  infarction  and  stroke 
reported  with  use  of  this  class  of  drugs.)  Caution 
patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental 
alertness  (e  g . operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  following  discon- 
tinuation of  either  component  alone  have  been 
reported  (nausea,  headache  and  malaise  for 
amitnptyline,  symptoms  [including  convulsions] 
similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 


Precautions:  Use  with  caution  in  patients  with  a 
history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  im- 
paired renal  or  hepatic  function.  Because  of  the 
possibility  of  suicide  in  depressed  patients,  do  not 
permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treat- 
ment Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives.  Con- 
comitant use  with  other  psychotropic  drugs  has  not 
been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery.  Limit 
concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during 
the  nursing  period.  Not  recommended  in  children 
under  12.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  over- 
sedation, confusion  or  anticholinergic  effects. 
Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitnptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachy- 
cardia, palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  con- 
centration, delusions,  hallucinations,  hypomania 
and  increased  or  decreased  libido. 

Neurologic.  Incoordination,  ataxia,  numbness,  tin- 
gling and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic . Disturbance  of  accommodation, 
paralytic  ileus,  urinary  retention,  dilatation  of  uri- 
nary tract 


Allergic  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus. 

Hematologic  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia.  purpura, 
thrombocytopenia. 

Gastrointestinal  Nausea,  epigastric  distress,  vomit- 
ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine . Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstruql  irregularities  in  the  female  and 
elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaun- 
dice, alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose.  Treatment 
is  symptomatic  and  supportive  I V.  administration 
of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for 
manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  se- 
verity and  patient  response.  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is 
obtained.  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h.s.  dose  may  suffice  for 
some  patients.  Lower  dosages  are  recommended 
for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four 
tablets  daily  in  divided  doses,  increased  to  six 
tablets  or  decreased  to  two  tablets  daily  as  re- 
quired, Limbitrol  5-12.5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who 
do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each 
containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlor- 
diazepoxide and  12.5  mg  amitriptyline  (as  the 
hydrochloride  salt)— -bottles  of  100  and  500, 
Tel-E-Dose'5  packages  of  100,  available  in  trays  of 
4 reverse-numbered  boxes  of  25,  and  in  boxes 
containing  10  strips  of  10,  Prescription  Paks  of  50 

ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


MEANS  MORE  ANXIETY..  ^ 


MORE  DEPRESSION 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 

—Adapted  from  Claghom  J1 


A key  reason  why 

MORE  PHYSICIANS  ARE  CHOOSING 

LIMBITROE 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1 Claghorn  J:  Psychosomatics  11 438-441,  Sept-Oct  1970 

Please  see  summary  of  product  information  on  Inside  cover. 
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THE  FAT1ENT  THINKS 
HE  HAS  HEART  TROUBLE... 


am 


U KNOW  IT’S  REALLY 
X1ETY  SYMPTOMS 


presenting  symptoms:  palpitations,  chest  pain, 


chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 


For  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 


At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


Valium 

diazepam/Roche 


2-mg,  5-mg,  10-mg  scored  tablets 


BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


ROCHE^ 

Please  see  summary  of  product  information  on  the  following  page. 


VALlUM'(diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
stales,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d ; alcoholism,  10  mg  t i d.  or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed; 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d 
or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d Geriatric  or  debilitated  patients  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children  t to  2'/2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg.  white;  5 mg,  yellow;  10  mg.  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10-t 

^Supplied  by  Roche  Products  Inc.,  Manati.  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8V6  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

Please  print  your  street  address,  city,  state,  and  zip  code  on  the  first 
page  of  your  manuscript. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  anH  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
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Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


4-A  Nebraska  Medical  Journal  December  1981 


The  Nebraska  Medical  Journal 

EDITOR-FRANK  COLE,  M.D.,  No.  1 3,  Bishop  Square 

3901  So.  27th  St.,  Lincoln  68502  DECEMBER,  1981  VOL.  66,  NO.  12 


EDITORIAL  — 

One  More  Time 257 

ORIGINAL  ARTICLES  — 


Ectopic  Pregnancy  — A 5 Year 

Review  of  201  Cases,  Part  II 258 

Douglas  A.  Husmann,  M.D. 

John  W.  Goldkrand,  M.D. 

A Camp  for  Children 

with  Asthma 261 

Thomas  C.  Tinstman,  M.D. 

Alan  R.  Wass,  C.R.T.T. 

A Reminiscence 263 

James  W.  Carr,  M.D. 


Chronic  Ethmoid  Sinusitis 

Due  to  Foreign  Body 264 

Daniel  Halm,  M.D. 

A Botanist  on  Sudden  Death 

in  the  Young 266 

John  F.  Davidson,  Ph.D. 

Identifying  Potentially 

Etiologic  Stress 268 

Bruce  D.  Gutnik,  M.D. 


Recent  Trends  in  Cesarean 
Sections  in  Nebraska, 

1965  to  1978  270 

Robert  S.  Grant,  M.D.,  M.P.H. 

Carroll  Y.  Hill,  R.N. 

The  Spectrum  of 

Epstein-Barr  Virus  Disease 275 

James  Robert  O’Dell,  M.D. 


DOWN  MEMORY  LANE 279 

NEBRASKA  — 

The  Letter  Box 278 

State  Organizations 21A 

BETWEEN  CASES 280 

AROUND  THE  WORLD  — 

Coming  Meetings 283 

WELCOME  NEW  MEMBERS 284 

FEATURES  — 

President’s  Page 281 

Books 280 

ADVERTISERS  INDEX 22A 

PICTURE  GALLERY 282 

THE  OTHER  49  STATES  — 

WashingtoNotes 9 A 

National  Organizations 20A 

REPORTS  — 


Reports  of  Officers,  Delegates 


and  Commissions 285 

Report  of  Board  of  Councilors 297 

Report  of  House  of  Delegates 298 

INDEX  to  Volume  66 305 


Address  all  correspondence  relating  Copyright®  1981  Nebraska  Medical  Association.  Information  concerning 
to  subscriptions,  advertising  or  reprints  of  the  articles  in  this  Journal  and  concerning  obtaining  permission 

address  changes  to  Mr.  Ken  Neff,  for  the  reproduction  of  any  portion  of  this  Journal  may  be  obtained  from  the 

Business  Manager,  1512  First  Na-  Editor. 

tional  Bank  Building,  Lincoln,  Ne-  Published  monthly  and  postage  paid  at  the  Post  Office  at  Norfolk, 
braska 68508  Phone:  (402)474-4472.  Nebraska  68701,  as  second  class  matter.  (ISSN  0091-6730) 


SUBSCRIPTION  RATE 

$10.00  Per  Year  U.S. 

$12.00  Per  Year  Foreign  Countries 
Single  Copies  $1.00  Each 


December  1981  Nebraska  Medical  Journal  5-A 


DiiiiMILii  m 


your 
practice, 
your 
primary 
cares  will 
be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

we  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance.  We  can  offer  you  management 
consulting. 

So  Whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

we  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  Wilshire  Blvd.,  Los  Angeles,  California  90025. 

call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 
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Diamond  prices  can  vary  from  dealer  to  dealer  by  wide 
margins.  Why?  There  are  many  reasons:  The  certificate, 
the  stone  quality,  the  volume,  etc.  — all  may  vary.  Of  course, 
many  times  the  so-called  “diamond  bargain”  is  never  really 
there  to  begin  with 

International  Diamond  Corporation  is  the  world's 
largest  source  of  investment  diamonds.  Although 
others  may  claim  lower  “advertised  prices”  on  some  dia- 
monds, let’s  compare  overall  results.  Not  claims,  but 
written,  proven  performance. 

First,  no  IIX]  account  has  ever  lost  a penny  of  invested 
capital.  Second,  IDC  has  successfully  liquidated  tens  of 
millions  of  dollars  for  our  diamond  accounts.  The  profits 
paid  to  diamond  owners  are  audited 


International  Diamond  Corporation 

5625  "O”  Street,  Suite  1 4 
Lincoln,  Nebraska  68510 
402/489-5388 


Almost  7,000  financial  experts  have  made  the  choice  for 
their  customers  and  clients  throughout  the  world.  For 
their  peace  of  mind,  the  “IDC  price”  is  the  correct  price.  A 
price  both  the  diamond  owner  and  the  account  executive 
can  be  certain  of.  A proven  transaction  of  value  for  the 
diamond  investor  today  and  in  the  future 

Send  in  this  coupon  today  to  learn  how  you  can  benefit  from 
diamond  investment 

“DIAMOND  BANKING” 
with  International  Diamond  Corporation 


Yes,  I am  interested  in  a presentation  on  diamond 
investment.  Please  schedule  a no-obligation  appoint- 
ment for  me. 


Name 

Address 

City 

L 1 

State 

ZIP 

Phone 


Return  to:  Intarnatlonal  Diamond  Corporation 
5625  “O”  Street,  Suite  14 
Lincoln,  Nebraska  68510 
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Washington otes 

Budget. 

Due  mostly  to  the  Reagan  Administration’s 
canny  use  of  the  five-year-old  Congressional 
budget  process,  the  important  money  deci- 
sions for  all  federal  agencies  were  wrapped 
into  one  package  last  August  — the  Omnibus 
Budget  Reconciliation  Act.  As  a consequence, 
there  is  not  much  going  on  healthwise  in 
Capitol  Hill  Chambers.  “Quieter  than  it  has 
been  in  more  than  20  years  when  then  Health, 
Education  and  Welfare  Secretary  Arthur 
Flemming  used  to  hold  an  intimate  weekly 
news  conference  and  be  happy  when  more  than 
a couple  of  reporters  showed  up,”  writes  one 
veteran  health  observor. 

Cuts. 

The  Administration  is  forging  ahead  with  its 
plan  to  slash  12  percent  from  domestic  federal 
programs  despite  mounting  Congressional  re- 
sistance. 

A complicated  budget  battle  is  engulfing  the 
Capitol  with  the  latest  wrinkle  — a decision  by 
President  Reagan  to  defer  some  $1  billion  in 
spending  while  Congress  deliberates  the  issue 
of  a new  round  of  cuts. 

At  present  all  federal  agencies  are  operating 
under  a stop-gap  continuing  resolution  to  keep 
them  funded.  Only  12  major  appropriations 
bills  to  provide  money  for  the  current  fiscal 
year  that  started  Oct.  1 has  been  adopted  by 
Congress.  The  House  has  passed  10  bills;  the 
Senate,  two. 

Most  of  the  appropriations  bills  reflect  the 
$30  billion  of  savings  called  for  in  the  massive 
budget  reconciliation  measure  approved  by 
Congress  last  August. 

But  so  far  there’s  been  no  action  by 
Congress  on  the  President’s  recent  proposal  to 
pare  another  $13  billion  from  federal  spending 
during  the  current  fiscal  year.  This  would 
involve  an  extra  $1  billion  taken  from  federal 
health  program  expenditures. 

An  indication  of  the  difficulties  facing  the 
Administration  came  in  the  House  vote  on  the 
Health  and  Human  Services  (HHS)  Depart- 
ment appropriations  bill  when  a move  to  send 
the  bill  back  to  committee  to  make  further  cuts 
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‘Data  on  file  Parke-Davis  Marketing  Research  Dept. 
“Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 

PD-400- JA-01 46-P-1  (1-81) 


TUCKS*  Pre-Moistened  Hemontioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  Inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC'  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg:  bismuth  subgallate.  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%:  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients;  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound,  17.5  mg; 
benzyl  benzoate,  12.0  mg;  Peruvian  balsam,  18.0  mg;  zinc  oxide,  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hiembranes, 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  Is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  Instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
Infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories— 

Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071  3090-13)  with  plastic 
applicator. 

Store  between  59 -86  T (15  -30  C). 
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as  requested  by  the  President  was  defeated 
249  to  168. 

The  President’s  plan  to  defer  spending  by 
$1  billion  from  the  initial  period  would 
temporarily  reduce  spending  for  500  to  800 
domestic  programs  below  the  stop-gap  rate  set 
by  Congress.  Authority  for  such  deferrals  come 
from  the  1974  Budget  Act.  House  Speaker 
Thomas  O’Neill  charged  the  tactic  is  “a 
backdoor  method  to  frustrate  the  law.” 

The  next  months  promise  to  pose  stern 
confrontations  between  Congress  and  the 
Administration  on  the  spending  issue  which 
will  dominate  the  domestic  scene  through  the 
rest  of  the  session.  Presidential  vetoes  of  over- 
the-mark  appropriations  bills  already  have 
been  threatened. 


Responsibility. 

The  specific  goals  of  consumer  choice 
national  health  proposals  of  achieving  greater 
cost-consciousness  and  individual  responsi- 
bility in  selection  of  insurance  coverage  and 
seeking  health  care  “are  meritorious  and 
should  be  pursued,”  the  AMA  has  told 
Congress. 

The  House  Ways  and  Means  Subcommittee 
on  Health  was  told  that  “when  considering 
legislation  to  implement  the  ‘competition’ 
theory,  however,  it  is  important  to  point  out 
that  proposals  should  not  be  allowed  to 
restrain  the  appropriate  use  of  needed  medical 
services.” 

Fred  Rainey,  M.D.,  Chairman  of  the  AMA 
Council  on  Legislation,  testified  that  “it  is 
important  to  state  at  the  outset  that  all 
increases  in  medical  care  cost  over  the  past 
two  decades  do  not  represent  a “problem”  but 
in  fact  reflect  solutions  to  long-term  public 
health  problems  such  as  high  infant  mortality 
and  poor  access  to  care.” 

The  Kentucky  physician  noted  that  the 
AMA  has  been  greatly  concerned  about  cost 
increases  and  has  been  actively  engaged  in 
activities  designed  to  bring  these  increases 
under  control. 


PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


A consumer  choice  bill  should  not  be  used  to 
create  incentives  to  under-insure,  Dr.  Rainey 
said.  “Furthermore,  no  legislative  initiative 
should  be  considered  that  would  have  the 
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effect  of  rationing  or  lowering  the  quality  of 
care  in  this  country.” 

Dr.  Rainey  was  one  of  the  scores  of 
witnesses  who  appeared  at  three  days  of 
hearings  by  the  Subcommittee  on  the  issue 
that  has  achieved  impetus  from  the  Reagan 
Administration’s  enthusiastic  backing  of  the 
idea. 

The  Reagan  Administration  is  still  at  work 
preparing  its  pro-competition,  or  consumer- 
choice  plan,  but  is  wedded  to  the  concept,  said 
Robert  Rubin,  M.D.,  Assistant  Secretary  for 
Planning  and  Evaluation  at  HHS. 

Dr.  Rubin  said  the  plan  won’t  be  ready  for  a 
few  months  and  that  the  Administration 
anticipates  Congressional  action  next  year. 
“Consumer  choice  and  market  forces,  rather 
than  regulation,  should  be  relied  on  to  control 
health  cost  inflation,”  he  told  the  Sub- 
committee. 

Dr.  Rubin,  who  is  heading  the  Administra- 
tion’s “intensive  study  and  analysis”  of  pro- 
competition, said  “the  current  system  is 
inherently  inflationary  and  based  on  the  wrong 
fundamental  incentives  for  virtually  every 
party  — patients,  hospitals,  doctors,  insurers, 
employers  and  government  regulators.  One 
alternative  is  more  regulation  — arbitrary  caps 
on  every  health  budget  item,  more  paperwork, 
less  innovation  and  less  patients’  satisfaction. 
That  course  ultimately  leads  to  utility  regula- 
tion with  government  rationing  and  rate 
setting.” 

The  success  of  a competitive  strategy  “rests 
on  our  ability  to  influence  behavior  — through 
marketplace  incentives  and  penalties  rather 
than  government  regulation,”  he  said.  “It  is  an 
idea  whose  time  has  come.” 

Organized  labor  has  dug  in  its  heels  against 
“pro-competition”  legislation.  At  the  opening 
session,  labor  renewed  its  old  hate  affair.  Bert 
Seidman,  Director  of  the  AFL-CIO  Depart- 
ment of  Social  Security,  said  “we  cannot 
accept  the  unfounded  premise  that  competi- 
tion in  the  health  care  industry  can  obtain 
health  care  costs.”  Enactment  of  pro-competi- 
tion “would  impose  a highly  unrealistic, 
fanciful  and  harmful  scene  on  the  American 
people,”  he  said. 


(Continued  on  page  17 A) 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Briel  Summary 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae,  and  S 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIOENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS.  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP,  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Cefaclor 

Pulvules'- . 250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis.  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SG0T.  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  (iososor) 

• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTIARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first. 


TWO  WAYS  YOUF 
WILL  SAVE  MONEY  WITF 

Introducing 

RUFEN’  (ibuprofen) 


$130  REBATE 
DIRECTTC)  YOUR 
PATIENTS  ON  EVERY 
PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  ibuprofen 
therapy. 


AND  RUFEN  IS 
PRICED  LOWER 
TO  BEGIN  WITH. 

Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  rel  ief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC. 
BOOTS  IBUPROFEI 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFEN 
may  be  substituted  for 
Motrin®,  because  it  is  bio- 
equivalent.* 

Original  research  by  The 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world, 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin®  (ibuprofen)  is  a registered  trademark  of  The  Upjohn  ( 


ARTHRITIC  PATIENTS 
BUPROFEN  THERAPY. 


You  first  came  to  know 
it  as  Motrin  (ibuprofen), 
manufactured  by  Upjohn. 

Now,  as  we  have  estab- 
lished facilities  in  America, 
we  hope  you'll  come  to 
know  Boots  brand  name 
for  ibuprofen  as  RUFEN. 

BIOEQUIVALENCY? 
OF  COURSE.* 

That's  why  you  may  substi- 
tute RUFEN  for  Motrin. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE. 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


WHEN  YOlfRE  WRITING  YOUR  NEXT  RUFEN 
PRESCRIPTION  FOR  IBUPROFEN, 

PLEASE  REMEMBER: 


RUFEIN®  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEN  COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 

RUFEN  CONTRIBUTES  25«  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

RUFEN  ft  not  a generic  . . . boots 

IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 

I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "Medically  Necessary^'  as  required  by  the  laws  of 
your  state. 

Sincerely, 


e 


♦Data  on  file. 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT.  LOUISIANA  71106 

Pioneers  in  medicine  for  the  family 
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RF-009 


(ibuprofen/ Boots) 

(For  full  prescribing  information,  see  package  brochure.) 

RUFEN®  Tablets 

(Ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and 
symptoms  of  rheumatoid  arthritis  and  osteoarthritis 
during  acute  flares  and  in  the  long-term  management 
of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  to 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio- 
edema  and  bronchospastic  reactivity  to  aspirin  or  other 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS). 
WARNINGS:  Anaphylactoid  reactions  have  occurred 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINDI- 
CATIONS). Peptic  ulceration  and  gastrointestinal 
bleeding,  sometimes  severe,  have  been  reported. 
Peptic  ulceration  and  gastrointestinal  bleeding,  some- 
times severe,  have  been  reported.  Peptic  ulceration, 
perforation,  or  gastrointestinal  bleeding  can  end  fatally, 
however,  an  association  has  not  been  established 
Rufen  should  be  given  under  close  supervision  to  patients 
with  a history  of  upper  gastrointestinal  tract  disease, 
and  only  after  consulting  the  ADVERSE  REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheuma- 
toid arthritis,  nonulcerogenic  drugs,  such  as  gold, 
should  be  attempted.  If  Rufen  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vision, 
scotomata,  and/or  changes  in  color  vision  have  been  re- 
ported. If  developed,  discontinue  Rufen  and  administer 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with 
Rufen;  caution  should  be  used  in  patients  with  a history 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong 
bleeding  time.  Use  with  caution  in  patients  with  intrinsic 
coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastroin- 
testinal ulceration  or  bleeding,  blurred  vision  or  other 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insuf- 
ficiency, patients  on  prolonged  corticosteroid  therapy, 
this  therapy  should  be  tapered  slowly  when  adding  Rufen. 
DRUG  INTERACTION:  Coumarin-type  anticoagulants. 
The  physician  should  be  cautious  when  administering 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blood 
levels 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen 

should  not  be  taken  during  pregnancy  nor  by  nursing 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reaction 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigas- 
tric pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdomi- 
nal cramps  or  pain,  fullness  of  Gl  tract  (bloating  and 
flatulence).  Central  Nervous  System:  dizziness*,  head- 
ache, nervousness.  Dermatologic:  rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  tinnitus. 
Metabollc:decreased  appetite,  edema,  fluid  retention. 
Fluid  retention  generally  responds  promptly  to  drug 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleed- 
ing and/or  perforation,  hemorrhage,  melena.  Central 
Nervous  System:  depression,  insomnia.  Dermatolog- 
ic: vesiculobullous  eruptions,  urticaria,  erythema  multi- 
forme. Special  Senses:  amblyopia  (see  PRECAUTIONS). 
Hematologic:  leukopenia,  decreased  hemoglobin 

and  hematocrit.  Cardiovascular  congestive  heart 
failure  in  patients  with  marginal  cardiac  function, 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver 
function.  Central  Nervous  System:  paresthesias,  hal- 
lucinations, dream  abnormalities.  Dermatologic:  alo- 
pecia, Stevens-Johnson  syndrome.  Special  Senses: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
hemolytic  anemia,  thrombocytopenia,  granulocytopenia 
bleeding  episodes.  Allergic:  fever,  serum  sickness, 
lupus  erythematosus  syndrome.  Endocrine:  gyne- 
comastia, hypoglycemia.  Cardiovascular:  arrhythmias 
(Sinus  tachycardia,  bradycardia,  and  palpitations). 
Renal:  decreased  creatinine  clearance,  polyuria,  azo- 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine, 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ar- 
thritis and  osteoarthritis,  including  flareups  of  chronic 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  mg 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 


WashingtoNo  tes 

(Continued  from  page  11  A) 

Said  Seidman:  “deductibles,  co-payments 
and  inadequate  coverage  have  been  resisted 
by  unions  for  many  years  because  comprehen- 
sive benefits  are  what  the  membership  wants  . . 
Unions  are  determined  to  preserve  the  gains 
won  over  many  years  through  collective  bar- 
gaining and  will  strongly  resist  any  attempts  to 
take  away  these  gains  by  legislation.  Our 
members  want  more  insurance,  not  less.” 

Alexander  McMahon,  President  of  the 
American  Hospital  Association  (AHA),  said  his 
organization  believes  that  consumer  choice 
approaches  “represent  a promising  alternative 
to  traditional  regulatory  approaches.” 

Changes  in  the  current  financing  and  pay- 
ment system  could  create  new  and  different 
risks  for  hospitals  and  other  providers  of 
health  care  services,  McMahon  said.  “Never- 
theless, we  feel  that  many  of  these  concerns 
are  fears  of  the  unknown.  Therefore,  the  AHA 
has  taken  an  active  role  in  stimulating  dis- 
cussion and  examination  of  consumer  choice 
concepts.” 

Michael  Bromberg,  Executive  Director  of 
the  Federation  of  American  Hospitals  (FAH), 
testified  that  “restoring  cost  consciousness  to 
providers  and  consumers  is  intrinsic  to  any 
solution  to  rising  health  costs.” 

Bromberg  said  the  FAH  believes  that  “a 
ceiling  on  tax  free  premium  contributions,  a 
uniform  employer  contribution,  and  a Medi- 
care voucher  system  would  best  strike  the  right 
balance  between  the  patient’s  interest  in 
getting  good  health  care  and  society’s  interest 
that  the  value  of  health  care  benefits  exceeds 
their  associated  costs.” 

Alice  Rivlin,  Director  of  the  Congressional 
Budget  Office,  cast  a rather  skeptical  eye  on 
consumer  choice.  “The  available  evidence 
suggests  that  employers  would  be  reluctant  to 
offer  a choice  of  plans,”  she  said.  “Even  under 
present  law,  employers  that  require  a contri- 
bution from  their  employees  can  offer  a choice 
of  health  plans  and  reward  those  selecting 
plans  with  lower  premiums.  Yet  these  firms 
seldom  take  advantage  of  this  opportunity. 

Adverse  selection  might  occur  with  those 


e . / / e . 

— 'peel  ci  i 1 zed sen  i 


vice 


PROFESSIONAL  LIABILITY 
INSURANCE 


is  a Lial  marb 
oj  distinction 


yj* £2 

'louts 

Professional  P r ot  e ct  i o n Exclusively  since  1 899 


OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
9110  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681  14 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


December  1981 


Nebraska  Medical  Journal 


1 7-A 


J. 


COUNCILOR  DISTRICTS 
AND  COL^NTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone. 
Burt.  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler. 

Hamilton.  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay.  Fill- 
more, Jefferson.  Nuckolls,  Saline. 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd. 

Brown,  Cherry.  Holt,  Keyapaha.  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Boslev,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer.  Dawson,  Garfield. 
Grant,  Greeley,  Hall,  Hooker,  Howard. 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper.  Harlan.  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith.  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 
Butte,  Cheyenne,  Dawes,  Kimball. 
MorriU,  Scotts  Bluff,  Sioux. 
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Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 
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Boone  
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Cuming 
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Dodge 

Five 

Four 
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Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 
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Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

. . . George  Osborne,  Hastings Tom  Tonniges,  Hastings 

. . . Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

. . . Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

. . . Gary  Vandewege,  Alliance Wendell  Fairbanks,  Alliance 

. William  W.  Lyons,  III.  Kearney  . . Mark  H.  Meyer,  Kearney 

. Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

. R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

. . . Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

. Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wison,  Gothenburg Mark  Jones,  Lexington 

. Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

. . . Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

. . . James  R.  Adamson,  Grand  Island. . . . Gordon  D.  Francis,  Grand  Island 
.John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott,  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Henkel,  Norfolk 

Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter-E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook ....  David  A.  Allerheiligen,  McCook 

Richard  Gentry',  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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Nebraska’s 
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Supply  House 
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Donley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 

AUTHORIZED  CONTRACT  AGENT 


likely  to  be  low  users  tending  to  choose  low 
option  plans  and  those  likely  to  be  high  users 
picking  the  high  options,  Rivlin  said. 

Despite  the  Administration’s  enthusiastic 
approach  to  pro-competition  health  plans,  the 
reaction  voiced  by  consumer,  provider,  busi- 
ness, and  insurance  groups  during  the  three 
days  of  hearings  was  one  of  caution. 


1 8-A  Nebraska  Medical  Journal  December  1981 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “ D.A.  W„  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires , to  make  sure 
your  patient  receives  the  original  allopurinol. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Plan  to  Attend  The 

1982  Annual  Session  Nebraska  Medical  Association 


The  following  organizations  are  participating  in  program  development: 


Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Nebraska  Perinatal  Organization 
Nebraska  Radiological  Society 

Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Nebraska  Thoracic  Society 
Nebraska  Pediatric  Society 
Nebraska  Psychiatric  Society 
Nebraska  Association  of  Pathologists 
Nebraska  Chapter,  American  College  of  Surgeons 
NMA  Auxiliary 

Nebraska  Society  of  Internal  Medicine  NMA  Ad-Hoc  Committee  on  Athletic  Medicine 

Nebraska  Academy  of  Otolaryngology  Missouri  Valley  Dermatologic  Society 

Nebraska  Academy  of  Ophthalmology  Nebraska  Affiliate,  American  Heart  Association 


APRIL  30  thru  MAY  3 

OMAHA 
MARRIOTT 
HOTEL 


Pre-registration  information  will 
be  mailed  in  early  1982. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  6061 1 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 
Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 


American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

American  Urological  Association,  Incorporated, 
South  Central  Section 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  Street,  Suite  407 
Omaha,  NE  68114 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


ONE  MORE  TIME 

It  just  occurred  to  me  to  write  my  last 
editorial  now.  I have  guided  the  Nebraska 
Medical  Journal  since  May,  1965,  and  I have 
been  the  whole  editorial  staff,  typing  and 
proofreading,  and  even  driving  to  the  post 
office  with  manuscripts  and  galleys. 

Where  I have  taken  the  Journal,  I do  not 
know.  The  style  and  the  beautiful  cover  are 
new;  they’re  mine.  And  we  were  recently 
awarded  national  championship.  We  were  the 
best  of  the  50  states. 

It  was  always  a delight.  I got  to  print 
whatever  I liked,  and  in  the  course  of  all  this 
writing,  I managed  to  publish  well  over  a 
thousand  of  my  little  essays.  I always  said  that 
anything  can  be  told  on  one  page,  and  I kept  my 
editorials  down  to  half  of  that. 

I met  all  our  doctors,  and  made  them  my 
friends. 

Some  of  my  essays  were  not  exactly  medical, 
and  my  excuse  was  that  medicine  touches 
everything  in  life,  but  the  excuse,  I think,  did 


not  always  excuse.  Still  a thousand  sounds 
impressive,  even  to  me.  If  there  is  only  a little 
good  in  each  of  them,  just  think  how  much 
there  is  in  a thousand. 

And  I got  to  publish  so  much  medical 
knowledge  in  the  articles;  there  were  a 
thousand  of  them,  too.  You  could  say  I took 
part  in  university  research  in  this  small  way; 
but  I was  also  careful  to  encourage  the  busy 
doctor  in  private  practice  who  had  something 
interesting  to  say. 

The  fire-station  horse,  retired  from  active 
duty  when  the  new  fire  engine  came,  and  put 
out  to  pasture,  hears  the  alarm  bell  and 
whinnies  in  his  sleep,  and  thinks,  one  more 
timi.  fQr  rememj:)rance- 

There  comes  a time,  a time  to  say  goodbye, 
and  I thought  I would  write. 

One  more  time. 

F.C. 

30. 
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ORIGINAL  ARTICLES 


Ectopic  Pregnancy  — 

A 5 Year  Review  of  201  Cases 

PART  II 


Discussion 

The  reported  incidence  of  ectopic  pregnancy 
varies  greatly,  from  1/64.2  deliveries  to  1/336 
deliveries.1-2  In  the  present  series,  the  in- 
cidence was  one  ectopic  per  114.7  deliveries. 

In  1960,  Bobrow  and  Bell1  reported  that, 
although  88.5%  of  their  patients  had  a prior 
pregnancy  82%  of  their  patients  were  infertile 
for  3 years  or  more  before  the  ectopic.  In  our 
data,  79.6%  of  the  patients  had  a history  of 
prior  pregnancy,  with  only  a small  majority  of 
the  multigravida  patients  (52.8%)  being  in- 
fertile for  3 or  more  years.  Verification  of 
Bobrow  and  Bell’s  claim  that  infertility  is  an 
extremely  common  characteristic  of  patients 
with  ectopic  pregnancy  can  not  be  given. 

The  factors  predisposing  to  ectopic  implan- 
tation cover  a wide  area  from  neuroendocrine 
imbalance  disturbing  tubal  function3  to  late 
conception  in  relation  to  the  menstrual  cycle.4 
Transmigration  of  the  fertilized  ovum  as  an 
etiological  cause  for  ectopic  implantation  has 
been  studied  in  the  recent  past  and  reported  to 
occur  in  10-50%  of  cases.3'56  However,  in  this 
study,  it  occurred  in  only  5.5%  of  the  patients, 
the  lowest  yet  recorded.  This  may  be  explained 
by  failure  of  the  surgeon  to  observe  or  record 
the  location  of  the  corpus  luteum  cyst  opposite 
the  pregnancy. 

Particular  attention  should  be  drawn  to  the 
patient  population  difference  between  the 
university  and  private  hospitals  in  regard  to 
the  factor  of  a previous  legally  induced 
abortion.  Studies  from  Yugoslavia,  England 
and  Wales7  revealed  no  increased  incidence 
of  ectopic  pregnancies,  although  there  was 
a reported  increased  incidence  of  legal 
abortion.  However,  Tietze  and  Lewit”  demon- 
strated that  women  classified  by  type  of 
service  as  nonprivate  had  higher  rates  of 
postabortal  salpingitis  than  those  classified  as 
private;  27.3%  of  university  patients  were 
positive  for  a previous  legally  induced  abortion 
prior  to  her  ectopic,  compared  to  10.2%  of 
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private  patients.  It  can  be  hypothesized  that 
the  increased  incidence  of  post  abortal  sal- 
pingitis among  the  nonprivate  patients  is 
increasing  the  incidence  of  ectopic  pregnancy 
within  this  specific  patient  population  group. 

Salpingitis,  either  postabortal  and/or  in- 
fectious in  etiology,  is  generally  recorded  as 
the  main  predisposing  factor  for  ectopic 
pregnancy.4  Salpingitis  was  present  in  30.8% 
of  our  patient  population,  but  was  not  the  most 
common  factor.  In  this  study,  antecedent 
laparotomy  was  the  most  common  and  could 
have  accounted  for  32.4%  of  the  observed 
tubal  pregnancies.  Although  there  are  numer- 
ous possible  predisposing  etiological  factors, 
only  48%  of  the  patients  had  a history  of  one  or 
more  of  the  factors.  Therefore,  these  etio- 
logical factors  are  helpful,  but  not  an  absolute 
necessity  for  the  diagnosis  of  ectopic  preg- 
nancy. 

Statistical  studies  indicate  that  the  inci- 
dence of  ovarian  pregnancy  in  the  general 
population  is  about  1/200  ectopics.  Yet 
Lehfeldt  et  al9  reported  the  ratio  of  one 
ovarian  pregnancy  for  each  nine  ectopic 
pregnancies  among  IUD  users.  Our  ratio  of 
1/29  although  less  than  Lehfeldt’s,  does 
support  his  conclusion  that  ovarian  pregnancy 
is  more  common  among  women  using  an  IUD 
for  contraception.  The  postulated  reason  for 
this  is  that  the  IUD  reduces  uterine  implanta- 
tion by  99.5%,  but  does  not  affect  the 
incidence  of  ovarian  pregnancy  at  all.10 

There  is  no  typical  presentation  for  the 
patient  with  an  ectopic  pregnancy.  Patients 
with  symptoms  of  abdominal  pain,  atypical 
bleeding  pattern  since  their  last  menstrual 
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period,  especially  intermenstrual  spotting,  and 
localized  abdominal  tenderness  and/or  tender- 
ness of  the  cervix  should  alert  the  physician  to 
the  possibility  that  an  extrauterine  pregnancy 
could  be  present.  A reliable  history  of  a period 
of  infertility,  pelvic  inflammatory  disease, 
induced  abortion,  or  previous  laparotomy  will 
further  aid  in  the  diagnosis.  The  most  worth- 
while laboratory  value,  a rapidly  falling  hema- 
tocrit, did  aid  in  the  diagnosis  of  only  4.5%  of 
the  patients.  Hemoglobin  or  hematocrit  values 
may  be  used  for  following  hospitalized  patients 
in  whom  there  may  be  some  doubt  of  the 
diagnosis.  The  hematocrit  readings  drop  only 
when  intraperitoneal  bleeding  exists.  Even 
after  ectopic  rupture  and  hemorrhage,  it  may 
take  several  hours  for  the  hematocrit  to  show 
any  change.  Positive  immunologic  pregnancy 
tests  of  urine  where  observed  in  60.4%  of  the 
106  patients  tested.  This  correlates  directly  to 
the  60%  and  61.5%  positive  pregnancy  tests 
reported  by  other  authors.5,1112  Since  such  a 
large  number  of  patients  have  negative  im- 
munologic pregnancy  tests  of  urine,  it  is  only  of 
limited  value  in  establishing  the  correct 
diagnosis. 

The  most  frequent  diagnostic  procedure  was 
culdocentesis.  In  the  40.3%  of  patients  under- 
going this  procedure,  the  results  were  positive 
for  nonclotting  blood  in  85.2%  of  these 
patients.  When  considering  only  those  patients 
with  a hemoperitoneum,  a positive  culdocen- 
tesis occurred  in  95.8%.  In  contrast,  most 
studies  record  a larger  percentage  of  (63-94%) 
having  a culdocentesis  performed.5  Although 
this  series  has  fewer  patients  undergoing 
culdocentesis,  the  positive  results  in  the  face 
of  hemoperitoneum  are  within  the  reported 
range  of  92-97%  accuracy.5,13  Culdocentesis, 
however,  does  not  diagnose  the  unruptured 
ectopic  pregnancy  or  differentiate  the  false 
positive  result  in  the  presence  of  a ruptured 
corpus  luteum  cyst.  Ultrasound  was  able  to 
correctly  diagnose  11  of  13  (84.6%)  cases  of 
surgically  confirmed  ectopic  pregnancies. 
These  results  were  obtained  regardless  of 
whether  or  not  the  ectopic  was  ruptured.  In  the 
present  study,  77%  of  the  cases  where 
ultrasound  was  attempted  occurred  at  Uni- 
versity Hospital,  where  it  was  the  mode  of 
diagnosis  in  18.2%  of  their  patients.  As  the 
expertise  with  use  of  diagnostic  ultrasound 
increases,  it  may  well  replace  culdocenteses  as 
the  principal  mode  of  diagnosis.14  Unfor- 


tunately, data  was  not  available  in  this  study 
regarding  false  positive  ultrasound  interpreta- 
tion when  no  ectopic  existed. 

It  is  reported  than  only  50-60%  of  ectopic 
pregnancies  are  correctly  diagnosed  on  the 
initial  visit  to  the  physician.15  In  the  current 
series,  the  average  in  all  the  hospitals  was 
55.2%.  University  Hospital  had  only  50% 
correct  diagnosis  at  the  initial  visit,  the  lowest 
of  our  institutions.  This  can  best  be  explained 
by  nonobstetric  interns  and  residents  staffing 
the  clinics  and  emergency  room.  Immanuel 
Medical  Center  patients  were  diagnosed  cor- 
rectly 68.4%  of  the  time  on  their  first  physician 
encounter.  In  the  27.9%  of  the  patients  in 
whom  the  diagnosis  was  not  correctly  made 
until  one  week  after  her  first  physician  visit, 
over  half  of  these  patients  (52%)  fell  within 
two  groups;  A)  Those  patients  in  whom  tubal 
sterilization  procedures  had  been  performed 
earlier,  ectopic  pregnancy  occurring  9 months 
to  6 years  following  surgery.20  This  group 
consisted  of  2.5%  of  the  total  patients.  B) 
those  14.4%  of  the  patients  in  whom  an  IUD 
was  present  at  the  onset  of  symptoms.  Only 
17%  of  these  patients  were  correctly  diagnosed 
when  they  presented  with  their  original  symp- 
toms. The  remaining  83%  were  not  correctly 
diagnosed  for  periods  ranging  from  5 days  to 
over  a year.  Unusual  bleeding  and  cramping 
attributed  to  the  IUD  along  with  failure  of  the 
physician  to  consider  the  possibility  of  this 
diagnosis  were  the  major  reasons  for  failure  to 
correctly  diagnose  these  groups.  It  is  obvious 
that  the  greatest  diagnostic  aid  is  the  astute 
physician  who  will  consider  ectopic  pregnancy 
whenever  a woman  of  child-bearing  age  pre- 
sents with  pain  in  the  lower  abdomen. 

The  right  tube  was  the  location  of  the 
ectopic  pregnancy  in  57.2 % of  the  cases. 
Originally  it  was  believed  that  the  higher 
incidence  of  ectopic  in  the  right  salpinx  might 
be  due  to  patients  having  had  a previous 
appendectomy.  Unfortunately,  this  could  not 
be  proven  by  our  observation.  Of  the  26 
patients  with  a previous  appendectomy,  57.7% 
had  involvement  of  the  right  salpinx. 

The  surgical  treatment  of  ectopic  pregnancy 
by  various  tubal  operations  were  reported  by 
other  authors  to  range  from  between  86-90% 
of  their  patients.5  Within  the  present  series, 
87.5%  of  patients  underwent  various  tubal 
operations,  with  hysterectomy  being  reserved 
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for  those  patients  having  had  a previous 
ectopic  pregnancy  or  cornual  pregnancy  with 
rupture. 

It  is  interesting  to  note  after  observing  the 
statistics  for  total  amount  of  blood  loss,  that 
University  Hospital  patients  lost  more  blood 
than  those  from  the  private  hospitals.  This  is 
undoubtedly  due  to  the  nature  of  a teaching 
hospital  with  resident  surgeons  and  longer 
operating  time. 

Incidental  appendectomy  was  performed  in 
22  patients  (10.99c)  at  the  time  of  surgery  for 
the  ectopic  pregnancy.  Two  of  the  three 
patients  who  had  post  operative  abscess  were 
in  this  group.  The  literature  is  divided  both  in 
favor" 1617  and  against11819  incidental  appen- 
dectomy. The  increase  in  morbidity  found  in 
our  patients  following  incidental  appendec- 
tomy suggested  that  appendectomy  at  the  time 
of  surgery  for  an  ectopic  pregnancy  should  be 
performed  only  when  visible  pathology’  of  the 
appendix  exists. 

The  management  of  Rh  negative  women 
following  an  ectopic  pregnancy  is  far  from 
satisfactory’.  The  risk  of  Rh  sensitization  after 
first  trimester  abortion  or  ectopic  pregnancy  is 
small,  yet  most  authorities  recommend  the 
administration  of  Rh  hyperimmune  globulin.3 
Of  the  28  Rh  negative  women  in  the  study  nine 
(32.29c)  were  given  prophylactic  immunization. 
It  may  be  argued  that  those  women  in  whom 
sterility  resulted  from  their  surgery  did  not 
need  the  Rh  hyperimmune  globulin,  the  major 
purpose  of  therapy  being  to  prevent  hemolytic 
disease  of  the  fetus.  However,  one  must 
consider  the  problem  of  failed  tubal  ligation' 'or 
the  subsequent  need  for  nonobstetrically 
required  blood  transfusion.  It  is  our  belief  that 
prevention  of  sensitization  of  all  Rh  negative 
women  is  critical.  However,  in  order  to 
alleviate  this  argument  the  six  women  who 
were  rendered  sterile  by  the  surgical  proce- 
dure are  not  considered  to  need  hyperimmune 
globulin.  Therefore,  at  the  very  least  13 
patients  (46%)  w’ho  should  have  been  prophy- 
lactically  treated  wrere  not.  21  patient  (10.5%) 
were  not  even  evaluated  as  to  their  Rh  factor. 
This  allows  another  group  of  patients  to 
potentially  go  untreated.  Physicians  must  be 
educated  to  provide  Rh  screening  and  prophy- 
laxis of  sensitization  when  dealing  with  early 
pregnancy  terminations  including  ectopic 
pregnancies. 


Bobrow’  and  Bell1  reported  a 23%  incidence 
of  subsequent  normal  pregnancies  following  a 
tubal  pregnancy  in  women  whose  remaining 
tube  is  intact.  In  this  present  study,  there  were 
12  patients  (7.5%)  who  retained  fertility  as 
demonstrated  by  the  delivery  of  normal  term 
pregnancies.  Although  no  accurate  conclusions 
can  be  reached  about  future  obstetrical  out- 
come w’ith  this  group  of  patients,  since  many  of 
these  women  are  still  of  reproductive  age, 
there  appears  to  be  an  extremely  high  rate  of 
recurrence  of  ectopic  pregnancy  with  poor 
outcome. 

Summary  and  conclusion 

A review  of  201  ectopic  pregnancies  over  a 
five  year  period  has  been  presented.  The  ratio 
of  ectopic  pregnancy  to  live  births  during  this 
interval  was  one  to  114.7.  only  55.2%  of 
patients  were  correctly  diagnosed  on  the  initial 
visit  to  their  physician.  There  exists  an 
increased  incidence  of  ectopic  pregnancy 
among  non-private  patients,  compared  to 
private  patients  when  legally  induced  abor- 
tions are  observed  as  a possible  etiological 
factor.  It  can  be  hypothesized  that  the 
increased  incidence  of  post  abortal  salpingitis 
in  non-private  patients  as  observed  by  Tietze 
and  Lewit8  could  be  causing  an  increased 
incidence  of  ectopic  pregnancy  within  this 
specific  population  group. 

The  use  of  culdocentesis,  although  still  the 
major  diagnostic  procedure,  may  be  chal- 
lenged in  the  future  by  ultrasound.  Ultrasound 
can  demonstrate  the  absence  of  an  intrauterine 
pregnancy  and  then  allow  the  physician  to 
proceed  to  a laparoscopy  and/or  laparotomy.  If 
an  intrauterine  pregnancy  is  present  and  the 
adnexal  regions  appear  normal,  the  mother 
and  fetus  may  be  spared  the  risks  of  surgery. 

Treatment  of  the  Rh  negative  women 
following  an  ectopic  pregnancy  is  in  need  of 
careful  observation.  As  shown  by  the  46%  of 
Rh  negative  women  in  this  study  who  did  not 
receive  prophylactic  Rh  hyperimmune  globin, 
physicians  must  be  educated  in  the  manage- 
ment of  the  Rh  negative  women  with  early 
pregnancy  termination. 

Finally,  it  should  be  emphasized  that  pa- 
tients with  a prior  history  of  an  ectopic 
pregnancy  have  a poor  obstetrical  future  and 
should  be  closely  observed  for  subsequent 
ectopic  pregnancies. 
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A Camp  for  Children 

Introduction 

IN  our  specialized  society  a child 
(or  parent)  seeking  a suitable 
summer  camp  experience  usual- 
ly has  no  difficulty  locating  one.  Church  groups, 
branches  of  the  YMCA  and  YWCA,  and  several 
private  organizations  offering  special  purpose 
camps  come  immediately  to  mind  as  potential 
sources. 

Despite  these  camp  opportunities,  the  child 
with  asthma  is  often  excluded,  either  directly 
or  indirectly,  from  participation  in  this  common 
childhhood  activity  because  of  real  or  potential 
medical  problems. 

The  American  Lung  Association  of  Nebraska 
embarked  on  an  organized  camping  experience 
for  children  with  asthma  in  1978.  Given  the 
name,  Camp  Super  kids,  operation  began  in  that 
year  with  a one-week  camping  experience  in 
July  for  31  children.  Subsequently,  one-week 
camps  have  been  operated  in  1979  and  1980  for 
62  and  74  children  respectively.  See  Table  1. 

Superkids  is  open  to  all  children  between  the 
ages  of  7 and  13  years  whose  asthma  causes 
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significant  alterations  in  overall  growth  and 
development.  The  camp  utilizes  the  facilities 
and  staff  of  Camp  Kitaki,  a Lincoln  YMCA  camp 
located  outside  Louisville,  Nebraska. 


TABLE  1 

Summary  of  campers,  their  use  of  maintenance  medica- 


tions,  and  their  need  for  acute 

treatment 

Camp  Year 

1978 

1979 

1980 

Total  Campers 

31 

62 

74 

Boys 

20 

(65%) 

43  (70%) 

43  (59%) 

Girls 

11 

(35%) 

19  (30%) 

31  (41%) 

Number  of 
children  on 
maintenance 
medications 
Number  of 

18 

(58%) 

44  (71%) 

56  (76%) 

children  requiring 
treatment  for  acute 
asthma  episodes 

16 

(52%) 

29  (47%) 

28  (38%) 
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The  major  emphasis  at  Camp  Superkids  and 
the  continuing  theme  of  the  camp  is  to  help 
clear  the  stigmata  of  asthma  from  the  minds  of 
children  who  may  feel  restricted  by  their 
disease.  Therefore,  the  Superkids  participate 
in  all  normal  camp  activities. 


Camp  Activities 

The  day  at  camp  starts  with  chapel  at  7:30 
a.m.,  followed  by  flag  raising  at  7:45  a.m.,  and 
breakfast  at  8:00  a.m.  Three  hours  of  activity 
sessions  follow  and  include  the  usual  camp 
activities  such  as  swimming,  hiking,  and 
horseback  riding,  plus  two  special  offerings  - 
minibikes  and  photography.  The  kids  are  given 
some  time  to  themselves  before  lunch  which  is 
at  12:15  p.m. 

The  afternoons  are  designed  to  begin  with  a 
one-hour  rest  period  from  1:00-2:00  p.m.  Two 
o’clock  to  five  o’clock  is  set  aside  for  activity 
sessions,  and  the  pool  is  open  at  5:30  p.m.  for  a 
free  swim.  Dinner  is  at  6:00  p.m.  Evening 
functions  start  at  7 :00  p.m.  and  the  children  are 
in  bed  by  10:00  p.m. 

Interspersed  throughout  the  week  are 
classes  on  asthma.  Topics  covered  include: 
diaphragmatic  breathing  exercises,  use  of 
medications,  and  a discussion  of  the  psycho- 
logical aspects  of  asthma. 

The  children  sleep  in  cabins  which  are 
assigned  according  to  age  and  sex.  Bunks  are 
equipped  with  plastic-covered  mattresses  to 
reduce  the  child’s  exposure  to  allergens. 
Campers  are  instructed  to  bring  nonallergic 
bedding  and  pillows  to  camp  with  them. 

Children  requiring  special  food,  such  as  rice 
cakes  or  soy  milk,  are  instructed  to  bring  their 
own  supplies  to  camp.  Campers  sit  at  an 
assigned  table  so  that  counselors  can  monitor 
the  childrens’  eating  habits.  Each  child  knows 
what  he  or  she  can  eat  and  makes  selections 
accordingly.  Alternate  meal  selections  are 
available  for  those  who  need  them. 

The  camp  fee  is  based  on  the  actual  cost  per 
camper  passed  on  by  the  camp.  Campers  who 
cannot  afford  the  full  fee  are  subsidized 
through  a Campership  Fund  made  possible 
through  contributions  by  corporations,  founda- 
tions, and  friends  of  the  American  Lung 
Association. 


Camp  medical  care 

Before  the  camp  session,  brief  written 
information  is  obtained  from  the  parents  and 
the  physician  regarding  the  patient’s  medical 
problems  and  management.  During  camp  a 
medical  record  is  maintained  for  each  child 
documenting  all  scheduled  and  unscheduled 
visits  and  treatment. 

The  camp  infirmary  is  staffed  24-hours  a day 
by  specially  trained  nurses.  Several  dispensary 
beds  are  available  for  occasioned  overnight 
care.  Volunteer  physicians  are  available  on  site 
24-hours  per  day. 

Routine  medications  are  dispensed  at  meal 
times  and  bedtime  by  the  nursing  staff.  Acute 
asthma  attacks  and  other  illnesses  are 
evaluated  and  treated  on  protocol  by  the 
dispensary  staff. 

At  the  conclusion  of  Camp  Superkids,  a 
written  report  is  provided  for  the  parents.  This 
report  summarizes  the  child’s  participation  in 
camp  activities,  social  and  emotional  adjust- 
ments, and  medical  therapy  required.  A copy  of 
this  report  is  also  sent  to  the  child’s  physicain. 


Results 

In  its  three  years  of  operation,  the  popularity 
of  Camp  Superkids  has  increased  markedly  as 
evidenced  by  a 140%  growth  in  enrollment. 
The  medical  personnel  and  support  facilities 
have  allowed  all  of  the  children  to  complete 
camp  while  maintaining  control  of  their 
asthma. 

It  has  been  encouraging  to  note  that  the 
number  of  children  coming  to  camp  on 
maintenance  medications  has  increased  from 
58%  in  the  first  year  to  76%  in  year  three.  The 
administration  of  these  routine  medications 
has  apparently  had  a beneficial  effect  on  acute 
episodes  because  the  percentage  of  children 
requiring  additional  treatment  has  decreased 
from  52%  the  first  year  to  38%  the  third  year. 
See  Table  1. 

While  the  percentage  of  children  requiring 
additional  treatments  has  decreased,  the 
intensity  of  these  treatments  has  increased,  as 
measured  by  the  use  of  inhaled  or  injectable 
medications  as  opposed  to  more  conservative 
measures.  In  1978,  28%  of  the  total  treatments 
involved  inhaled  or  injected  medications.  This 
figure  rose  to  67%  in  1980.  See  Table  2. 
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Table  2 

Breakdown  of  treatments*  for  acute  episodes 


1978 

Camp  Year 
1979 

1980 

•Total  treatments 

given 

43 

137 

102 

Number  of 
treatments  which 
involved  inhaled  or 
injected 
medications 

12 

80 

68 

Percentage  of 
total  treatments 
involving  inhaled 
or  injected 
medications 

28% 

58% 

67% 

•Included  were:  fluids  and  controlled  breathing,  administration  of  regular 
oral  medication,  rectal  medications,  injected  medications,  and  inhaled 
medications. 


The  combination  of  increased  maintenance 
medication  and  increased  intensity  of  drug 
treatment  of  acute  episodes  suggests  that  new 
campers  have  more  severe  asthma.  Despite 
this  increase  in  severity,  no  child  has  required 
intravenous  medication  and  no  child  has 
required  hospitalization  or  removal  from  camp 
because  of  asthma. 

Summary 

Camp  Superkids,  operated  by  the  American 
Lung  Association  of  Nebraska,  provides  a 
one-week  camping  experience  each  year  for 
children  with  asthma.  All  children  have 
successfully  completed  a camping  experience 
previously  reserved  for  healthy  children 
because  of  the  availability  of  a comprehensive, 
but  simple,  on-site  health  care  system.  The 
1982  camp  session  will  be  July  18-24. 


A Reminiscence 


WE  all  can  recall  a number  of 
experiences  that  have  given  us 
a good  measure  of  personal 
satisfaction.  One  such  experience  occurred  at 
Ulysses,  Nebraska,  a small  town  of  about  500, 
where  I practiced  for  five  years  before  moving 
to  Seward,  late  in  1937. 

During  the  summer  of  1935, 1 was  called  to  a 
local  livestock  sale  to  see  a man  who  was 
having  a convulsive  seizure.  He  was  a pro- 
fessional man  of  prominence  in  the  community. 
In  spite  of  this  fact,  due  to  a definite  physical 
finding  and  a known  change  in  his  behavior, 
one  just  couldn’t  dismiss  the  possibility  of 
advanced  lues  of  the  central  nervous  system. 
The  physical  finding  was  a marked  inequality 
and  irregularity  of  the  pupils,  with  sluggish 
reaction  to  light.  Many  who  knew  him  were 
aware  of  the  fact  that  he  had  been  quite 
talkative  the  past  few  weeks,  which  was  out  of 
character  for  him.  The  laboratory  report 
substantiated  the  presumptive  diagnosis  in 
that  the  blood  Wassermann  was  strongly 
positive,  as  was  the  spinal  fluid  complement 
fixation.  The  spinal  fluid  colloidal  gold  curve 
was  typically  paretic. 

This  man  was  a good  citizen,  as  well  as  being 
a good  practitioner  of  his  profession.  He  had  a 
lovely  family,  and  they  were  well  thought  of  in 
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the  community.  He  deserved  better  than  the 
palliative  treatment  that  was  considered 
proper  at  that  time.  I discussed  the  possibility 
of  intensive  treatment  with  arsenic,  bismuth, 
and  mercury,  without  rest  periods,  with  my 
friends  in  internal  medicine  and  neurology. 
Their  advice  was:  don’t  be  foolish,  you’ll  kill 
him!  As  foolish  as  it  seemed  to  my  professional 
friends,  I couldn’t  abandon  the  idea  of 
intensive  treatment.  A discussion  with  the 
patient  concerning  the  idea  of  intensive 
approach  to  his  problem,  with  emphasis  on  the 
possible  danger  involved,  ended  with  him 
giving  his  enthusiastic  approval. 

Treatment  consisted  of  weekly  intravenous 
tryparsemide,  along  with  intramuscular  bis- 
muth, or  mercury,  which  were  alternated  every 
sixth  treatment.  At  no  time  did  the  patient 
show  signs  of  intolerance,  so  this  schedule 
was  maintained  for  a period  of  36  months.  All 
positive  aspects  of  the  spinal  fluid  had 
returned  to  normal  within  24  months;  however, 
treatment  was  continued  for  another  12 
months.  Spinal  fluid  examination  was  on  an 
annual  basis  following  the  last  treatment. 
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However,  as  it  remained  entirely  negative  five 
years  following  treatment,  the  patient  was 
dismissed  as  cured,  even  though  the  end  result 
was  possibly  due  more  to  good  fortune  than 
good  clinical  judgment. 


So  far  as  I know,  no  one  other  than  the 
patient,  his  family  and  his  doctor,  was  aware  of 
the  true  nature  of  his  ailment. 

Don’t  forget  that  was  before  the  penicillin 
era. 


Chronic  Ethmoid  Sinusitis 
Due  to  Foreign  Body 


THIS  is  a report  of  a case  of  a 
foreign  body  in  the  ethmoid 
sinus  which  illustrates  the  impor- 
tance of  careful  observation  following  trauma 
to  the  orbit.  Also  illustrated  is  the  value  of 
the  sedimentation  rate  as  an  indicator  of 
serious  illness.  This  is  the  second  report,  to 
our  knowledge  of  chronic  ethmoid  sinusitis 
due  to  foreign  body. 

The  patient  is  a 63  year  old  Mexican- 
American  with  a history  of  epilepsy.  On 
August  15,  1978  he  fell  and  injured  his  right 
eye.  Radiographs  of  the  facial  bones  were 
interpreted  as  normal,  and  the  ophthalmol- 
ogist felt  the  injury  was  confined  to  the 
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superficial  soft  tissue  of  the  orbit.  A CT  scan 
obtained  two  days  after  admission  showed 
opacification  of  right  ethmoid  air  cells  and 
proptosis  of  the  right  globe.  See  figure  1. 
Decompression  of  the  orbit  was  accomplished 
and  yielded  several  fragments  of  wood. 

The  patient  did  well  until  the  end  of 
October  1978  when  he  complained  of  weak- 
ness, and  a physician  familiar  with  the 


Figure  1.  Opacification  of  right  ethmoid  air  cells  and  proptosis  of  right 
globe.  August  17 
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Figure  2.  Persistent  opacification  of  right  ethmoidal  air  cells  with  air  in 
the  orbit.  October  31. 
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Figure  3.  Continuing  opacification  of  right  ethmoidal  air  cells. 


patient’s  mental  status  before  this  illness 
found  him  somewhat  slower  in  response  to 
questions  and  more  apathetic.  His  CBC  and 
differential  were  normal  as  well  as  his 
chemistry  profile.  His  sedimentation  rate 
was  elevated  at  37,  and  because  of  continued 


soft  tissue  swelling  of  the  right  orbit  a 
second  CT  scan  was  obtained.  See  figure  2. 
The  patient  underwent  a second  surgical 
exploration  at  which  time  additional  wooden 
foreign  material  was  removed. 

By  December  1978  the  patient's  orbital  swell- 
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mg  had  not  changed  appreciably  in  spite  of  over 
30  days  of  parenteral  antibiotics.  Laboratory 
parameters  remained  unremarkable  with  the 
exception  of  the  sedimentation  rate  which 
was  48.  A repeat  CT  scan  was  obtained  and 
showed  continuing  ethmoid  sinusitis.  See 
figure  3.  Repeated  surgical  exploration  re- 
vealed no  additional  foreign  material.  Drain- 
age resolved  as  did  orbital  edema  and  within 
three  months  the  patient’s  sedimentation 
rate  was  normal. 

Discussion:  This  patient  presented  an 

interesting  challenge  to  physicians  charged 
with  his  care.  He  was  at  first  unable  to 
provide  a complete  history  of  the  original 
accident  and  foreign  body  was  not  suspected. 
Subsequently,  subtle  changes  in  the  patient’s 


mental  status  were  attributed  to  his  epilepsy 
or  medication,  when  in  fact  they  signalled 
additional  occult  infection. 

Radiographic  studies  were  essential  in 
defining  the  extent  of  his  injury,  and  the 
sedimentation  rate  was  the  sole  laboratory 
barometer  of  the  activity  of  his  disease.  This 
presentation  may  encourage  physicians  to 
trust  their  clinical  impressions  regarding 
subtle  changes  in  a patient’s  mental  status, 
and  to  explore  alternative  explanations  of 
physical  findings. 

Reference 

Friefield  S:  Chronic  Ethmoid  Sinus  Foreign  Body 
Journal  of  the  Medical  Society  of  New  Jersey,  Vol.  75  (3) 
March  1978,  pp  248-49. 


A Botanist  on  Sudden  Death 
in  the  Young 


IT  was  spring,  and  all  through  the 
woods  seedlings  of  various  kinds 
were  sprouting.  What  intrigued 
me  was  the  hundreds  of  seedlings  of  the  local 
wild  cucumber  which  all  appeared  to  be  grow- 
ing vigorously  despite  the  fact  that  they  were 
completely  devoid  of  chlorophyll.  They  were 
yellowish-white  in  color  above  ground,  but 
their  roots,  which  seemed  quite  healthy,  were 
the  normal  white  color.  Two  weeks  later,  all 
these  chlorotic  seedlings  were  dead.  I now 
think  that  this  was  a botanical  demonstration 
comparable  to  sudden  death  in  infant  syndrome. 

For  years,  I had  been  intrigued  by  the 
somewhat  narrow  range  of  variation  that  is 
found  in  a plant  species  in  the  face  of  open 
pollination.  Despite  the  tremendous  potential 
for  recombination  of  genes,  the  morphological 
and  physiological  variation  is  relatively  nar- 
row, although  often  much  broader  than  many 
nonbotanists  appreciate,  The  following  is  an 
attempt  to  rationalize  this  relative  uniformity. 

Vital  genes 

In  order  to  survive,  an  organism  must 
possess  the  genes  which  are  responsible  for 
controlling  the  physiological  processes  needed 
for  life.  These  processes  are  not  all  needed  at 
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the  same  time.  Just  as  the  cucumber  seedlings 
did  not  require  chlorophyll  until  their  initial 
food  supply  was  exhausted,  a baby  has  no  need 
to  breathe  until  after  birth.  While  there  are 
thousands  of  genes  which  are  of  no  significance 
with  respect  to  survival,  there  are  certainly 
hundreds  of  genes  which  must  be  present  since 
they  govern  vital  physiological  functions. 

Is  is  possible,  in  cucumbers,  to  prolong  the 
life  of  an  albino  seedling  by  feeding  it  glucose, 
and  if  this  is  done,  light  is  not  needed.  If  the 
seedling  were  to  be  fed  on  glucose,  obviously 
the  lack  of  chlorophyll  would  not  be  fatal,  and 
the  missing  gene  or  genes  would  not  be  vital. 

For  any  one  individual,  there  must  be  a great 
array  of  vital  genes  present  for  survival.  Such 
genes  are  acquired  at  conception  from  the 
parents,  and  if  both  chromosomes  carry  a given 
vital  gene,  the  organism  is  well-endowed  and 
carries  two  genes  for  the  function.  If  the 
organism  receives  a vital  gene  from  only  one 
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parent,  survival  is  still  assured  since  the  gene  is 
present. 


Lethals 

The  above  provides  another  way  of  looking  at 
what  we  have  called  lethal  genes.  For  years 
lethals  have  been  looked  upon  as  genes  which 
caused  death,  as  something  that  was  present 
and  deleterious.  This  is  common  in  those  cases 
in  which  the  homozygous  condition  is  lethal, 
rarer  when  only  one  is  sufficient  to  cause  death. 
It  would  seem  logical  that  what  we  have  been 
calling  a lethal  gene  may  be  the  lack  of  a vital 
gene,  and  the  lack  of  both  vital  genes  would  be 
homozygous  for  the  lethal  condition. 


Plants  again 

Just  as  it  is  readily  apparent  to  a botanist 
that  the  cucumber  seedlings  were  genetically 
deficient,  and  were  doomed  to  either  death  or  a 
life-support  system  in  a laboratory,  so  can 
human  genetic  defects  be  recognized.  Not  all 
lethal  abnormalities  are  easily  recognizable  in 
plants.  We  have  watched  thousands  upon 
thousands  of  seedlings  sprout  and  start  to  grow 
in  nature,  and  here  the  majority  of  them  die  at  a 
very  early  age.  Frequently  the  death  is  blamed 
upon  competition,  but  closer  observation  leads 
one  to  the  conclusion  the  the  doomed  plants 
could  not  tolerate  their  precise  microenviron- 
ment. That  is,  they  did  not  have  the 
physiological  capability  for  survival  under  the 
prevailing  conditions,  despite  the  fact  that  they 
were  able  to  survive  up  to  this  point.  It  was 
apparent  that  the  death  of  the  plants  resulted 
from  many  different  causes,  but  in  each  case 
some  vital  function  was  interrupted,  and  the 
cessation  thereof  was  automatically  lethal. 


Deferred  lethals 

In  plants,  there  are  many  gene  combinations 
that  are  nonviable.  No  embryo  is  formed, 
which  implies  that  there  were  not  the  correct 
types  of  genes  present  for  even  initiating 
growth.  From  this  extreme,  we  find  embryos 
that  abort  at  an  early  age,  some  that  abort 
much  later,  embryos  that  are  fully  formed  but 
are  incapable  of  germination,  and  those  like  the 
cucumber  which  germinate  but  cannot  sustain 


life.  Perhaps  the  other  extreme  would  be  those 
seedlings  which  appear  to  be  perfectly  normal 
after  germination,  but  then  die  for  no 
explicable  reason.  Apparently  the  organism  is 
genetically  deficient  in  its  ability  to  carry  out 
some  physiological  function,  but  this  deficiency 
became  apparent  only  when  this  particular 
function  becomes  of  vital  significance. 

For  example,  if  a plant  were  to  be  deficient  in 
the  ability  of  its  roots  to  respond  to  gravity  and 
grow  downward,  the  plant  could  survive  as 
long  as  water  and  nutrients  were  available  at 
the  surface.  The  condition  would  become  lethal 
only  when  the  water  table  dropped.  If  the 
water  table  did  not  drop,  the  plant  could  not 
only  survive,  but  it  could  pass  along  its 
deficiency  to  the  next  generation. 

Apnea 

I hope  that  medical  personnel  will  forgive  a 
botanist  for  the  following,  but  it  is  offered  in 
hope  that  it  might  aid  in  understanding  some 
aspects  of  apnea. 

Having  stood  with  my  wife  over  the  cribs  of 
eight  children,  and  in  each  case  having  gone 
through  the  experience  of  noticing  that  the 
child  was  not  breathing,  and  in  each  case  just 
when  I was  about  to  panic,  having  the  child 
heave  a great  deep  sigh,  and  then  resume 
normal  breathing,  I have  wondered.  There 
must  be  something  that  triggers  the  resump- 
tion of  normal  breathing.  How  many  links  are 
there  in  the  chain?  If  it  is  CO  2 - 02  ratio,  there 
must  be  sensors,  the  nerve  impulse  must  be 
conveyed  to  a voluntary  or  involuntary  plexus, 
and  a message  must  be  sent  to  the  diaphragm 
muscles  to  react.  If  there  should  be  a deficiency 
anywhere  along  this  chain,  or  if  some  nerve 
synapses  were  not  up  to  par  in  either  the 
sensory  or  motor  nerves,  any  of  these  could  be 
vital.  Also,  the  child  is  forever  in  a new 
situation.  As  he  lives  he  changes,  so  that 
nothing  that  ever  happens  has  occurred  in 
exactly  the  same  manner  as  before.  Both  the 
child  and  his  environment  are  continually 
changing. 

Cessation  of  breathing  is  a symptom.  The 
cause  may  not  lie  in  the  above-mentioned  chain, 
but  in  actual  muscle  failure,  in  brain  or  plexus 
failure,  or  in  heart  failure.  There  are  so  many 
possible  causes  that,  like  so  much  else  in  life,  it 
is  a wonder  that  so  many  survive. 
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Identifying  Potentially  Etiologic  Stress 


STRESS  is  an  emotional  and 
physiological  reaction  by  an 
individual  to  external  events, 
situations,  or  conditions.  The  stress  reaction 
was  perhaps  first  described  in  detail  by  Cannon 
in  1929,  and  redescribed  by  Selye  in  1956.  The 
consequences  of  prolonged  or  severe  stress 
have  received  much  scrutiny  by  the  medical 
community  in  the  past  decades,  and  include  a 
predispostion  for  the  development  or  exacer- 
bation of  both  psychiatric  and  physical 
illnesses. 

The  first  step  in  coping  with  stress,  is  to 
identify  the  stressful  event  or  condition  which 
is  causing  the  stress  reaction.  The  physician  is 
in  a unique  position  in  that  he  can,  perhaps 
better  than  friends  of  relatives,  identify 
individuals  who  are  having  stress-related 
problems,  and  objectively  help  these  patients 
identify  their  source  or  sources  of  stress. 

Identifying  the  potentially  stressed  patient 

Some  patients  may  recognize  that  they  are 
having  difficulty  coping  with  stressful  life 
events,  and  may  seek  help  directly  for  this 
problem.  However,  many  patients  do  not 
voluntarily  broach  this  subject  with  their 
doctors.  The  physician  should  therefore  be  alert 
for  the  possible  etiologic  significance  of  stress 
when  evaluating  patients  with  illnesses  which 
have  been  statistically  related  to  preceding 
stressful  life  events  (Holmes  and  Rahe,  1976). 

The  physicain  should  suspect  a potentially 
etiologic  stress  in  patients  who  develop  or  have 
recurrences  or  exacerbations  of  angina,  myo- 
cardial infarction,  hypertension,  arthritis, 
autoimmune  diseases,  ulcerative  collitis,  peptic 
ulcer,  or  increased  susceptability  to  infections. 
In  addition,  the  physician  should  consider 
stress  reactions  when  otherwise  emotionally 
healthy  individuals  display  or  complain  of 
increasing  irritability,  confusion,  anxiety,  in- 
somnia, or  depression. 

Identifying  common  stressors 

Once  a potentially  stressed  patient  is 
identified,  the  physician  should  attempt  to 
verify  his  impression  by  identifying  the  source 
or  sources  of  stress.  By  identifying  and 
acknowledging  a patient’s  stresses,  the  phy- 
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sician  gets  the  individual’s  problem  out  in  the 
open,  which  is  a step  toward  problem 
resolution. 

Stress  reactions  have  been  related  to  major 
life  changes  (Holmes  and  Rahe,  1976).  Although 
not  all  researchers  verified  these  findings 
(Morrison,  et  al,  1968),  there  has  been 
validation  of  the  concept  (Paykel,  et  al,  1969), 
and  a general  acceptance  of  the  relationship 
between  life  events  and  the  development  of 
stress  related  illnesses. 

The  Holmes  and  Rahe  scale  for  rating  life 
changes  rank  orders  these  events,  assigning 
them  unit  stress  values.  Although  individuals 
may  react  to  a given  life  event  with  varying 
degrees  of  perceived  stress,  this  scale  repre- 
sents a reasonable  guide  for  approximating  the 
level  of  stress  an  individual  has  undergone. 
High  on  the  list  of  stressful  life  changes  are: 
death  of  a spouse  or  other  loved  one,  divorce, 
injury  or  illness  of  self  or  loved  ones,  loss  of  job, 
retirement,  and  financial  risks  or  reversals. 

There  is  little  doubt  that  unpleasant  or 
catastrophic  life  changes  are  stressful  to  most 
individuals.  By  asking  potentially  stressed 
patients  if  there  have  been  any  such  traumas  or 
tragedies  in  the  preceding  six  months,  the 
physician  can  frequently  identify  the  event  or 
events  which  have  triggered  the  patient’s 
stress  related  problems.  However,  it  has  been 
shown  that  the  identified  patient  may  be 
unaware  of  recent  or  present  stressful  life 
changes,  and  that  in  such  circumstances,  family 
members  are  frequently  helpful  in  identifying 
the  life  events  or  changes  which  are  causing  the 
patient’s  stress  reaction  (Schless  and  Mendels, 
1978).  If  this  technique  is  not  able  to  uncover 
the  cause  of  the  individual’s  stress,  and  there  is 
no  evident  precipitating  event,  then  the  source 
of  stress  may  be  more  complex  and  more 
difficult  to  identify.  The  most  frequently 
unrecognized  source  of  stress  is  paradoxically 
the  successful  achievement  of  desired  life 
events  or  changes. 
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Paradoxical  stress 

It  is  not  difficult  for  the  physician  or  patient 
to  understand  that  unpleasant  and  tragic  life 
events  can  be  stressful.  However  the  relation- 
ship between  desired  life  changes  and  stress  is 
less  clear.  Desired  events  and  conditions  such 
as  the  purchase  of  an  individual’s  dream  house, 
the  birth  of  a wanted  child,  and  the  promotion  a 
person  has  been  hoping  for  are  all  included  in 
the  Holmes  and  Rahe  stress  scale.  To 
understand  how  such  desired  events  are 
paradoxically  related  to  stress,  one  must 
understand  the  nature  of  events  which  trigger 
stress  reactions. 

For  the  purposes  of  this  article,  a situation  or 
event  can  be  considered  stressful  when  it 
represents  a real  or  potential  change  in  life 
style  which  must  be  dealt  with,  and  when  a 
person  does  not  feel  capable  of  making 
necessary  adjustments  to  this  change  (Gutnik, 
1981).  Adjusting  to  life  changes  requires  that 
decisions  be  made,  amd  making  such  decisions 
is  how  an  individual  copes  with  stress.  A 
situation  remains  stressful  until  it  is  adjusted  to. 
However,  the  feelings  normally  generated  in 
response  to  major  life  changes  may  block  an 
individual  from  making  necessary  adjust- 
ments, and  in  this  way,  extend  and  amplify  the 
stress  reaction. 

Life  change  implies  the  leaving  of  one 
condition  and  the  entering  of  another.  There  is 
a set  of  general  feelings  which  accompany  any 
such  change.  There  are  positive  feelings  for 
those  aspects  of  the  previous  condition  which 
were  enjoyed  and  held  in  esteem,  and  there  is 
sadness  at  the  loss  of  these  aspects  of  life. 
There  are  regrets  for  things  not  done  in  the 
previous  condition,  which  can  no  longer  be 
done.  There  is  anger  because  of  those  aspects  of 
the  new  condition  which  are  not  pleasant.  And 
there  is  fear  concerning  one’s  ability  to  live  up 
to  the  responsibilities  involved  in  his  or  her  new 
condition. 

These  normal  emotional  responses  to  change 
occur  whether  the  change  itself  is  tragic,  as  is 
the  case  with  the  loss  of  a loved  one,  or  is 
desired  as  is  the  case  with  the  birth  of  a desired 
child.  However,  the  psychodynamics  involved 
in  the  acceptance  of  these  feelings  is  very 
different.  Such  emotional  responses  are  social- 
ly acceptable  following  tragedies,  and  as  such, 
the  individual  can  usually  accept  his  or  her 


feelings  as  normal,  can  usually  discuss  these 
feelings  with  others,  and  can  usually  get 
support  from  family  and  friends.  In  this  way, 
the  feelings  are  dealt  with,  and  are  less  likely  to 
continue  interfering  with  the  person’s  ability  to 
make  necessary  adjustments. 

The  situation  may  be  very  different  when  an 
individual  experiences  these  normal  feelings  in 
reaction  to  a desired  life  change.  For  example, 
it  is  normal  for  a new  mother  to  miss  the 
freedom  she  had  before  the  birth  of  her  child.  It 
is  normal  for  her  to  regret  not  taking  better 
advantage  of  her  previously  enjoyed  and  now 
partially  lost  freedom.  It  is  normal  for  her  to 
resent  the  extra  work  required  by  the  child. 
And  it  is  normal  for  her  to  fear  that  she  will  not 
be  as  good  a mother  as  she  wants  to  be. 
However,  she  may  feel  that  her  sadness  at  the 
loss  of  her  freedom,  and  her  resentment  of  the 
baby  she  loves,  are  abnormal  and  unacceptable. 
She  may  be  ashamed  of  her  feelings  and  feel 
guilty  because  of  them.  Under  such  circum- 
stances, the  new  mother  may  not  share  her 
feelings  with  others,  may  not  seek  support,  and 
thus  may  allow  these  feelings  to  unduly 
continue.  In  this  way,  her  stress  reaction  will 
continue,  increasing  the  risk  of  stress  related 
illnesses  such  as  post-partum  depression.  This 
same  set  of  dynamic  interactions  of  feelings  can 
apply  to  any  desired  life  change  or  event. 

By  uncovering  such  paradoxical  stressors 
and  acknowledging  the  patient’s  feelings  as 
being  normal  and  even  expected,  the  physician 
allays  the  individual’s  feelings  of  shame  or 
guilt,  and  thus  frees  the  patient  to  openly 
discuss  his  or  her  problems.  In  this  way,  the 
patient  can  seek  needed  support  and  more 
easily  adjust  to  the  life  changes  necessary  to 
reduce  his  or  her  stress  reaction. 
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Recent  Trends  in  Cesarean  Sections 
in  Nebraska,  1965  to  1978 


THE  percent  of  cesarean  sections 
in  the  United  States  has 

increased  from  5.5%  of  all 

deliveries  in  1970  to  15.2%  in  1978.  Numer- 
ous inquiries  have  been  made  to  the  Mater- 
nal and  Child  Health  Division,  Nebraska 
State  Health  Department  as  to  cesarean 

section  percentages  in  Nebraska.  While  data 
has  been  available  from  individual  hospitals, 
data  needed  to  show  statewide  trends  over  an 
extended  period  of  time  has  not  been  available. 
It  is  possible  that  individual  hospital  data 
would  be  biased,  high  or  low,  depending 
upon  the  availability  of  obstetricians,  post- 
graduate education  of  the  area  physicians 

and  the  hospital’s  position  in  a perinatal 
regional  system.  Thus,  the  figures  undoubt- 
edly reflect  changes  in  obstetrical  practices 
and  availability  of  obstetricians  which  have 
occurred  in  Nebraska  over  the  past  15  years. 

The  data  presented  was  collected  by  letter 
from  the  medical  record  department  of  each 
Nebraska  hospital  have  a maternity  service 
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in  1979.  Requested  were  the  total  number  of 
deliveries,  total  number  of  cesarean  sections 
and  the  number  of  primary  and  repeat 
cesarean  sections  from  1965  through  1978. 
One  hospital  that  reported  50  deliveries  in 
1978,  did  not  participate  in  the  study.  The 
missing  data  would  not  alter  the  final 
percentages  signifcantly.  Complete  figures 
from  all  hospitals  for  the  number  of  de- 
liveries and  number  of  cesarean  sections 
were  not  available  from  1965  through  1972. 
The  reasons  given  were  lack  of  records,  the 
combining  of  hospital  services,  and  closing  of 
maternity  services. 


1965  1970  1973  1975  1978 


Figure  1.  Comparison  of  live  births  as  reported  by  the  Nebraska  State  Health 
Department  and  number  of  deliveries  reported  bv  Nebraska  hospitals  — 
1965,  1970,  1973,  1975,  1978. 
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PERCENT  OF  TOTAL 
CESAREAN  SECTIONS 

12X 


11.8% 


percent  of  yearly  increase  for  1973  - 1978. 


Total  deliveries  are  a combination  of 
stillbirths  and  live  births.  In  Nebraska,  fetal 
deaths  20  weeks  and  over  are  reported  to 
the  State  Health  Department.  A comparison 
of  the  total  deliveries  and  the  number  of  live 
births  provides  reasonable  verification  of  the 
completeness  of  the  data  from  1973  through 
1978  (Figure  1).  Differences  between  the  two 
figures  represents  still  births  and  multiple 
births. 

The  number  of  cesarean  sections  are 
reported  as  a percent.  The  denominator  is 
the  numer  of  deliveries,  not  the  number  of 
live  births. 

The  data  shown  in  Figure  2 reveals  a 
continuous  rise  in  the  percentage  of  cesarean 
sections.  In  1965,  the  percentage  of  cesarean 
sections  was  4.4%  . However,  data  was  only 
available  for  approximately  64%  of  the 
deliveries.  The  percent  in  1978  was  11.8%. 
The  percentage  increase  of  cesarean  sections 
over  the  previous  year  is  also  shown  in  each 
bar  in  Figure  2. 

The  percentages  of  the  total  number,  the 
primary  and  repeat  cesarean  sections  from 
1965  through  1978  are  presented  in  Figure  3. 
From  1974  through  1978,  the  percent  of 
repeat  cesarean  sections  remained  relatively 
constant  at  about  33%  of  the  total  cesarean 
sections. 


In  1978,  the  incidence  of  cesarean  sections 
for  Nebraska  hospitals  ranged  between  1% 
and  24%  . One  hospital  reported  33%  . Hosp- 
pitals  having  a percentage  of  20%  or  above 
accounted  for  5.4%  of  the  deliveries  and  10% 
of  the  number  of  cesarean  sections.  Thirteen 
hospitals  reported  no  cesarean  sections.  The 
mean  percentage  of  cesarean  sections  for  all 
hospitals  was  9.3%  . 

In  order  to  show  the  relation- 

ship between  the  size  of  the  maternity 
service  and  the  cesarean  section  ratio, 
hospitals  were  divided  into  five  groups 
according  to  the  number  of  deliveries  in  1978 
(Table  1).  The  respective  groupings  were: 
Category  A - 1,000  plus  deliveries;  Category 
B - 500  to  999  deliveries;  Category  C - 300  to 
499  deliveries;  Category  D - 100  to  299 
deliveries;  and  Category  E - 0 to  99 

deliveries.  Approximately  50%  of  the  hos- 
pitals have  less  than  100  deliveries  per  year. 
The  range  of  percent  of  cesarean  sections  is 
shown  in  Table  1:  Category  A - 11.3%  to 
16%  ; Category  B - 7.7%  to  22%  ; Category  C 

- 5.6%  to  15.7%  ; Category  D - 1%  to  24.5%  ; 
Category  E - 0 to  33.3%  . The  average  of  the 
ranges  was:  Category  A - 13.5%  ; Category  B 

- 12.9%  ; Category  C - 9.3%  ; Category  D - 
10.4%  ; and  Category  E - 9.8% . Hospitals 
having  500  or  more  deliveries  averaged 
13.2%  cesarean  sections.  Hospitals  with  less 
than  500  deliveries  averaged  9.8%  cesarean 
sections. 


December  1981 


Nebraska  Medical  Journal 


271 


PERCENT  OF 
CESAREAN  SECTIONS 


- PERCENT  OF  CESAREAN  BIRTHS  TO  TOTAL  DELIVERIES 

- PERCENT  OF  PRIMARY  SECTIONS  TO  TOTAL  DELIVERIES 

- PERCENT  OF  REPEAT  SECTIONS  TO  TOTAL  DELIVERIES 


Figure  3.  Percent  of  total,  primary,  and  repeat  cesarean  sections  reported  by 
Nebraska  hospitals,  1965-1978. 
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PERCENT  OF  BIRTHS  DELIVERED  BY  CESAREAN  SECTION,  1978 
Figured.  Incidence  (percent)  of  total  cesarean  sections  in  Nebraska  hospitals,  1978. 
*Includes  one  hospital  at  33%. 
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HOSPITAL 

CATEGORY 

NUMBER  OF 
DELIVERIES 

NUMBER  OF 
HOSPITALS 

PERCENT 

RANGE  OF  TOTAL 
CESAREAN  SECTIONS 

AVERAGE 

PERCENT  OF  TOTAL 
CESAREAN  SECTIONS 

A 

1,000  + 

6 

11.3%  to  16.0% 

13.5% 

B 

500-999 

11 

7.7%  to  22.0% 

12.9% 

C 

300-499 

4 

5.6%  to  15.7% 

9.3% 

0 

100-299 

31 

1.0%  to  24.5% 

10.4% 

E 

0-99 

45 

0 % to  33.0% 

9.8% 

Table  1.  Nebraska  hospitals,  number  of  deliveries,  percent  range  of  total  cesarean 
sections,  and  average  percent  of  total  cesarean  sections,  1978. 


In  the  United  States  there  has  been  a 
threefold  increase  in  cesarean  sections  from 
1970  to  1978.  In  Nebraska  there  has  been  a 
twofold  increase  during  the  same  period 
(Figure  3).  The  increases  have  differed  for 
hospitals  according  to  the  number  of  de- 
liveries. The  percentages  of  the  total,  pri- 
mary and  repeat  cesarean  sections  from  1965 


through  1978  are  noted  in  Figure  3.  Figures 
5,6  and  7 are  comparisons  of  the  percentage 
increase  in  the  total,  primary  and  repeat 
cesarean  sections  for  select  years  for  hos- 
pitals in  Categories  A,  B,  C,  D,  and  E. 

The  highest  increases  are  noted  in  the 
hospitals  in  the  B and  C Categories.  This 


PERCENT  OF 

TOTAL  CESAREAN  SECTIONS 


Percent  increase  in  percentages  of  total  cesarean  sections  in  Nebraska 
hospitals,  relative  to  number  of  deliveries,  1965,  1970,  1973,  1975,  1978. 
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PERCENT  OF 

TOTAL  PRIMARY  CESAREAN  SECTIONS 


Figure  6. 

Percent  increase  in  percentages  of  primary  cesarean  sections  in  Nebraska 
hospitals,  relative  to  number  of  deliveries,  1965,  1970,  1973,  1975,  1978. 

PERCENT  OF 

TOTAL  REPEAT  CESAREAN  SECTIONS 


Figure  7. 

Percent  increase  in  percentages  of  repeat  cesarean  sections  in  Nebraska 
hospitals,  relative  to  number  of  deliveries,  1965,  1970,  1973,  1975,  1978. 
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increase  is  a reflection  of  the  percentages  of 
the  primary  and  repeat  cesearean  sections, 
which  could  possibly  be  explained  by  the 
availability  of  obstetricians  and  the  designa- 
tion of  these  hospitals  as  perinatal  centers. 

Hospitals  in  Category  A,  with  the  highest 
cesearean  percentage  (13.4%)  in  1978,  did 
not  have  as  high  an  increase  as  those 
hospitals  in  Categories  B and  C.  In  1965, 
Category  A hospitals  were  noted  to  have 
almost  twice  (6.8%  ) the  percentage  of  sec- 
tions when  compared  to  either  Category  B or 
C. 

The  increase  from  1965  to  1978,  in  repeat 
sections  in  Category  E was  small  (15%  ), 


reflecting  possibly  a transfer  of  repeat 
cesarean  sections  to  perinatal  centers.  Thir- 
teen hospitals  in  this  group  reported  no 
cesarean  sections  in  1978. 

Data  on  cesarean  sections  in  Nebraska 
confirms  that  there  has  been  a steady  rise  in 
the  use  of  cesarean  sections  to  effect 
delivery.  The  increase  is  noted  for  both 
primary  and  repeat  cesarean  sections.  How- 
ever, the  increase  in  the  number  of  repeat 
cesarean  sections  is  not  as  dramatic  as  the 
increase  in  the  number  of  primary  cesarean 
sections.  Conceivably,  ratios  will  change  in 
future  years.  The  data  presented  will  serve 
as  a baseline  for  the  evaluation  of  future 
obstetric  trends. 


The  Spectrum  of 
Epstein-Barr  Virus  Disease 


Introduction 

EPSTEIN-BARR  virus  (EBV)  is 
responsible  for  a wide  spec- 
trum of  human  disease.  When 
confronted  with  a normal  immune  system, 
EBV  infection  leads  to  the  development  of 
classical  infectious  mononucleosis  (IM)  or  to 
asymptomatic  infection,  but  when  the  immune 
system  is  abnormal  or  impaired,  EBV  infec- 
tion can  lead  to  fatal  lymphoproliferative 
disorders.  If  is  the  purpose  of  this  articile  to 
review  the  history  and  pathogenesis  of 
infectious  mononucleosis.  Chronic  IM  and 
other  lymphoproliferative  syndromes  caused 
by  EBV  will  also  be  discussed. 

History 

The  disease  we  know  today  as  infectious 
mononucleosis  (IM)  was  first  described  in 
1889  by  a German  physician  Emil  Pfeiffer. 
He  called  this  entity  Drusenfieber  or  gland- 
ular fever. 

In  1920  Sprunt  and  Evans  gave  a complete 
clinical  description  and  also  described  in 
detail  the  hematological  changes  of  IM. 

The  first  major  breakthrough  for  serologic 
diagnosis  occurred  in  1933  when  Paul  and 
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Bunnell  described  the  heterophile  antibody 
elevation  in  IM.  Heterophile  antibodies  had 
only  recently  been  described.  One  evening, 
Dr.  Bunnell,  unable  to  allow  incubation  of  a 
control  sera  to  go  to  completion,  refrigerated 
the  sera  overnight.  The  next  morning,  one  of 
the  highest  heterophile  titers  ever  recorded 
was  found.  The  donor  was  identified  as  a 
medical  student  with  IM.  Paul  and  Bunnell 
quickly  tested  the  sera  of  three  other 
patients  with  IM  and  found  them  to  be 
postive  for  heterophile  antibodies  also. 

In  1937  Davidshon  described  the  differential 
absorption  test  which  greatly  increased  the 
specificity  of  the  heterophile  test  for  IM. 

The  major  development  in  the  viral  doc- 
umentation of  IM  occurred  in  1968.  Werner 
Henle  and  Gertrude  Henle  had  recently 
discovered  an  immunofluorescence  test  to 
detect  antibodies  to  Epstein-Barr  virus.  1 
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Henles’  technician  fortuitously  chose  that 
time  to  develop  IM.  The  serum,  which  lacked 
EBV  antibodies  before,  now  contained  them 
in  high  titers  and  further,  lymphocytes, 
which  would  not  grow  in  culture  before,  now 
grew  in  continuous  cultures.  Epstein-Barr 
virus  was  immediately  suggested  as  a pos- 
sible cause  of  IM.  EBV  has  now  universally 
been  accepted  as  the  etiological  agent  of  IM. 

Pathogenesis 

Primary  Epstein-Barr  virus  infection  usual- 
ly occurs  during  childhood  and  is  frequently 
asymptomatic  in  this  age  group.  Primary 
EBV  infection  always  produces  life-long 
immunity  to  IM.  If  primary  EBV  infection  is 
delayed  until  adolescence,  the  classical  pic- 
ture of  IM  develops  in  about  half  the  cases. 
It  has  been  shown  that  those  of  the  upper 
socioeconomic  classes  are  more  prone  to 
develop  classical  IM.  This  is  true  because  the 
lower  socioeconomic  classes  contract  EBV 
infection  at  younger  ages  when  infection  is 
usually  asymptomatic.  In  fact,  classical  IM  is 
practically  unheard  of  in  the  developing 
countries  because  almost  all  the  children 
contract  EBV  infection  before  adolescence 
and  most  are  asymptomatic. 

Transmission  occurs  when  a seropositive 
individual  who  is  actively  secreting  EBV 
from  the  oropharynx  comes  in  contact  with  a 
seronegative  individual.  Transmission  may 
occur  from  individuals  who  are  acutely  ill 
with  IM,  but  more  likely  occurs  from 
someone  who  is  undergoing  an  acute 
asymptomatic  infection.  Transmission  may 
also  be  from  an  individual  who  had  primary 
EBV  infection  in  the  past.  Oropharyngeal 
secretions  contain  EBV  in  large  amounts  two 
weeks  to  three  months  after  acute  EBV 
infection,  and  EBV  excretion  occurs  in  some 
for  at  least  as  long  as  sixteen  months. 
Posttransfusion  IM  has  been  frequently  re- 
ported when  seronegative  individuals  are 
transfused  with  seropositive  blood.  This  is 
further  proof  that  lifelong  EBV  carrier  states 
exists. 

After  EBV  is  introduced  into  the  oral 
cavity,  it  probably  gains  entrance  to  the 
body  by  first  binding  to  receptor  sites  on 
B-lymphocytes  in  Waldeyer’s  ring.  In  Wald- 
eyer’s  ring  a replicative  virus  cycle  is  set  up 
and  EBV  infection  is  then  spread  to  the  body 
by  viremia  or  by  infected  B-lymphocytes. 


As  the  disease  is  disseminated  through  the 
blood  stream,  antibodies  to  EBV  develop.  An 
antigen  on  the  plasmalemma  of  EBV  genome 
containing  B-lymphocytes  called  lymphocyte 
detected  membrane  antigen  (LYDMA)  is 
recognized  by  killer  T-lymphocytes  and 
causes  them  to  proliferate,  It  is  this  prolif- 
eration of  T-lymphocytes  that  causes  most  of 
the  symptoms  that  are  associated  with 
classical  IM.  It  is  the  T-lymphocytes  that  are 
responsible  for  the  generalized  lymphadeno- 
pathy,  hepatosplenomegaly,  and  for  the  atyp- 
ical lymphocytes  seen  in  IM. 

Because  of  the  EBV  antibody  response  and 
the  killer  T-cell  response,  EBV  infection  is 
controlled.  EBV  infection,  however,  persists 
at  low  levels  in  the  oropharynx  continuously 
for  life.  Because  of  this  low  level  continual 
infection,  these  people  intermittently  secrete 
EBV  into  the  mouth  and  also  release  infected 
B-cells  which  express  LYDMA  into  the 
circulation.  These  B-cells  are  destroyed  by  a 
few  memory  T-cells.  The  fact  that  EBV 
carrying  B-lymphocytes  are  intermittently 
released  into  the  circulation  explains  how 
B-cell  lines  can  be  established  in  cultures  of 
peripheral  blood  from  seropositive  individ- 
uals and  how  transfusion  IM  can  result. 

Chronic  mononucleosis 

Infectious  mononucleosis  is  usually  a be- 
nign, self-limited  disease  with  a duration  of 
25-30  days;  however,  some  patients  continue 
to  complain  of  fatique  for  months,  and  others 
report  relapses.  The  patient  who  had  IM 
eight  months  previously  and  comes  in  com- 
plaining of  chronic  fatique  can  be  a problem 
for  the  clinician. 

There  is  really  very  little  objective  data  in 
the  literature  on  chronic  mononucleosis,  and 
it  is  still  controversial  whether  chronic 
mononucleosis  is  a real  clinical  entity. 

In  a study  at  Georgetown, 2 symptoms, 
physical  findings,  and  laboratory  work  of  122 
patients  with  IM  were  scrutinized  in  an 
attempt  to  correlate  these  with  the  duration 
of  the  illness.  The  average  length  of  illness  in 
this  study  was  29  days.  The  researchers 
found  that  the  length  of  illness  before 
diagnosis,  palatal  petechiae,  and  gastrointes- 
tinal symptoms  including  anorexia,  nausea, 
and  vomiting,  were  associated  with  prolong- 
ed illness  after  diagnosis.  They  also  found 
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that  fatique  and  malaise  were  associated 
with  prolonged  prediagnosis  illness  (i.e.,  late 
development  of  positive  heterophile  re- 
sponse). High  fevers  were  associated  with  a 
short  interval  between  onset  of  symptoms 
and  a positive  heterophile  response. 

In  the  Georgetown  study  liver  function 
tests,  CBC,  percent  atypical  lymphocytes, 
and  height  of  heterophile  titer  were  all 
shown  to  have  no  correlation  to  length  of 
illness. 

Horwitz  and  Henles  have  suggested  a 
correlation  between  early  antigen-R  (EA-R) 
antibodies  and  prolonged  course  or  late 
relapses  of  symptoms  of  infectious  mono- 
nucleosis. Patients  with  EA-R  antibodies 
usually  have  high  titers  of  antibodies  against 
viral  capsular  antigen  (VCA),  and  this  may 
suggest  ongoing  EBV  infection  at  an  unusual- 
ly high  level.  In  a group  of  90  patients  with 
IM,  14  were  found  to  have  EA-R  antibodies. 
Five  of  these,  or  36%  , had  late  relapses  or 
protracted  primary  IM.  It  is  interesting  to 
speculate  that  patients  who  develop  EA-R 
with  unusually  high  levels  of  VCA  antibodies 
may  have  some  mild  immunodeficiency.  There 
are  also  several  isolated  reports  of  persis- 
tence of  heterophile  antibodies  in  sympto- 
matic patients,  some  for  as  long  as  four 
years. 

Until  further  studies  are  done  on  chronic 
mononucleosis,  patients  in  this  category  will 
continue  to  be  a major  challenge  to  the 
clinician.  All  that  can  be  said  presently  is 
that  the  patient  with  insidious  onset  of  IM 
with  fatique  and  malaise,  gastrointestinal 
symptoms  (nausea  and  vomiting),  and  palatal 
petechia,  or  one  who  develops  antibodies  to 
EA-R  or  has  a persistent  positive  hetero- 
phile, is  more  likely  to  have  protracted 
illness  or  late  relapse  of  IM. 


EBV  and  lymphoproliferative  disorders 

It  is  well  known  that  primary  EBV 
infection  occurs  most  commonly  in  children 
and  is  usually  asymptomatic.  If  primary  in- 
fection is  delayed  until  adolescence,  more 
severe  disease  is  observed  in  the  form  of 
classical  IM  in  about  half  the  cases.  It  is  also 
known  that  while  some  young  adults  have  a 
rather  acute  short  course  of  IM,  there  seems 


to  be  a much  smaller  group  of  patients  who 
seem  to  have  a much  more  chronic  type  of 
infection.  In  the  latter  group  of  patients, 
there  is  evidence  for  unusually  high  levels  of 
ongoing  EBV  infection.  The  immunological 
factors  that  cause  asymptomatic  infection  in 
children  on  the  one  hand  and  classical  or 
chronic  IM  in  adolescents  on  the  other  are 
unknown. 

To  continue  the  spectrum  of  EBV  infec- 
tions, there  have  been  several  syndromes  of 
fatal  IM  described.  The  best  described  of 
these  is  the  so-called  x-linked  recessive 
lymphoproliferative  syndrome  or  Duncan’s 
Disease.  ’ Six  of  18  boys  in  the  Duncan 
kindred  died  of  lymphoproliferative  diseases 
and  at  least  three,  and  probably  all  six,  were 
accompanied  by  EBV  infection.  Two  other 
male  members  of  the  kindred  had  lymph- 
omas. Duncan’s  Disease  is  transmitted  by 
a defective  lymphoproliferative  control  locus 
(XLC)  on  the  x-chromosome.  This  syndrome 
has  also  been  described  in  multiple  other 
kindreds. 

It  has  been  suggested  that  Duncan’s 
Disease  is  caused  by  an  abnormality  of  T-cell 
suppressor  function.  A type  of  graft  versus 
host  response  (GVHR)  has  also  been  postu- 
lated. It  has  been  suggested  that  viruses 
may  alter  lymphocyte-cell  membrane  anti- 
gens in  such  a way  as  to  set  up  a chronic 
GVHR.  Since  it  is  known  that  GVHRs  do 
lead  to  lymphomas,  this  is  also  a possible 
explanation  for  the  lymphomas  observed  in 
Duncan’s  Disease. 

Recently  several  other  patients  with  fatal 
lymphoproliferative  syndromes  secondary  to 
EBV  have  been  described.  This  finding  has 
been  reported  in  patients  with  combined 
immunodeficiency  disease  after  thymus 
transplantation, 4 in  a girl  with  a selective 
defect  of  immune  interferon  secretion  by 
monocytes,  and  in  a girl  with  multiple 
congenital  abnormalities  and  presumed  im- 
munodeficiency. 

The  spectrum  of  EBV  infection  in  all 
likelihood  extends  to  Burkitt’s  lymphoma. 
The  evidence  for  EBV  as  an  etiologic  agent 
in  Burkitt’s  lymphoma  is  strong  but,  as  yet, 
not  conclusive.  There  is  some  evidence  to 
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incriminate  EBV,  or  at  least  a virus  that  is 
epidemiologically  much  like  it,  as  an  etiologic 
agent  in  Hodgkin’s  disease.5  EBV  may  also 
play  a causative  role  in  nasopharyngeal 
carcinomas. 


The  author  gratefully  acknowledges  the 
guidance  of  Richard  K.  Osterholm,  M.D.,  and 
the  assistance  of  Mary  Rice  and  Elaine  Ryan  in 
preparation  of  the  manuscript. 


The  Letter  Box 

To  the  Editor: 

Medical  Genetics  Clinic  Established 
at  Creighton. 

A medical  genetics  clinic  has  been  estab- 
lished at  Creighton  University.  It  will  be 
housed  in  the  Department  of  Medicine  on  the 
5th  Floor  of  St.  Joseph  Hospital.  The  number 
to  call  for  appointments  is  402-449-4180.  The 
clinic  is  directed  by  Henry  T.  Lynch,  M.D. 
Co-directors  are  William  Kimberling,  Ph.D., 
geneticist,  Boys  Town  Institute  for  Hearing 
and  Speech  Disorders;  and  Michael  Grush, 
M.D.,  Acting  Chairman  of  the  Department  of 
Pediatrics.  The  clinic  meets  each  Thursday 
afternoon  at  1:00  P.M.  Patients  with  suspect 
or  proven  hereditary  disorders  are  seen  for 
medical/genetic  evaluation.  This  may  include 
genetic  counselling  for  the  patients  and/or 
their  close  relatives. 

Genetic  disorders  are  relatively  common,  as 
evidenced  by  the  fact  that  more  than  3,000 
diseases  have  been  described  wherein  genetics 
is  a primary  etiologic  factor.  As  the  discipline 
of  medical  genetics  evolves,  physicians  are 
becoming  increasingly  more  cognizant  of  the 
preventive  and  control  implications  through 
the  recognition  of  pathologic  and  clinical  clues 
in  these  disorders.  These  may  be  striking  or 
they  may  appear  as  the  forme  fruste,  a mild  or 
incomplete  form  of  the  disease;  in  the  latter 
instance,  knowledge  of  the  family  history  will 
often  facilitate  the  diagnosis. 
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We  would  be  interested  in  referrals  from  any 
place  in  the  midwest  region. 

This  clinic  will  be  concerned  with  all 
varieties  of  hereditary  disorders.  Research  will 
be  a natural  sequel. 

Henry  T.  Lynch,  M.D. 


Dear  Doctor  Cole: 

As  an  employee  in  the  medical  field  for  some 
15  years,  I have  had  an  opportunity  to  read  the 

Nebraska  Medical  Journal. 

The  “editorials”  and  “down  memory  lane” 
are  my  favorite  sections.  In  the  November 
1981  issue,  you  touched  on  a subject  that 
“puts  me  on  my  soap  box"  — on  daylight 
savings  time.  Your  wording  is  so  appropriate! 

I am  sure  you  bring  a smile  to  many  faces  as 
the  Nebraska  Medical  Journal  is  read 
throughout  our  many  medical  offices  in  Ne- 
braska. 

Congratulations  for  a job  well  done. 

Sincerely, 

Peggy  J.  Gilbert 
Administrative  Coordinator 
Lincoln  Family  Medicine  Program 
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Dear  Frank: 

I just  finished  reading  the  November  issue  of 
the  Nebraska  Medical  Journal  and  thought  I’d 
drop  you  a note  and  tell  you  how  much  I have 
enjoyed  your  writings  over  the  years.  It  is 
always  refreshing  to  read  your  comments  on 
changes  that  have  occurred  in  medicine  which 
do  not  qualify  as  progress.  It  seems  as  though 
we  are  often  forced  into  changes  either 
because  of  ever  increasing  regulations  of  one 
sort  or  another  or  by  economics  which  have 
made  continued  marketing  of  an  old  product 
unprofitable  or  the  use  of  a time  honored 
inexpensive  test  outdated  by  a newer  and  more 
expensive  test.  It  has  been  said  that  life  is 
more  pleasant  if  one  doesn’t  take  one’s  self  too 
seriously.  However,  there  are  times  when  it 
might  be  more  pleasant  if  others  took  us  more 
seriously.  I don’t  expect  that  the  foregoing 
statement  will  rank  up  there  with  any  of  the 
great  philosophers  but  then  it  could  if  enough 
people  were  to  take  it  seriously. 

Quite  seriously,  Frank,  I want  you  to  know 
that  it  has  been  a privilege  to  work  with  you 


over  the  years  and  you  have  brightened  the  life 
of  this  physician  on  many  occasions. 

Thank  you. 

Sincerely  yours, 

C.  J.  Cornelius,  Jr.,  M.D. 


Frank  Cole  M.D. 

Editor,  The  Nebraska  Medical  Journal 
No.  13,  Bishop  Square 
3901  South  27th  St., 

Lincoln,  Nebraska  68502 

Dear  Dr.  Cole: 

One  more  word  can  be  added  to  your  list  of 
Words  We  Can  Do  Without.  That  word  is 
GOT!  Especially  redundant  is  HAVE  GOT! 

My  eighth  grade  teacher  told  the  class  that 
back  in  1924. 

Sincerely  yours, 

Ralph  C.  Moore  M.D. 


Down  Memory  Lane 


1.  Since  the  introduction  of  insulin,  surgery 
in  diabetes  has  been  robbed  of  its  terror. 

2.  Two  years  ago  I lost  another  man  from 
lobar  pneumonia. 

3.  Abscesses  located  over  the  coccyx  do 
not  usually  connect  with  an  opening  in  the  anal 
canal.  Most  of  these  abscesses  in  this  locality 
are  pilonidal  cysts. 

4.  If  the  systolic  murmur  is  a symptom  of 
rheumatic  heart  disease,  then  the  cardiac 
enlargement  and  murmur  are  parts  of  the  same 
condition.  If  the  systolic  murmur  is  found  at 
the  apex  with  definite  enlargement  of  the 
heart,  but  without  a history  of  rheumatic  or 
syphilitic  disease  or  without  the  hanging  heart 
of  general  visceroptosis,  then  it  probably 
signifies  a relative  mitral  regurgitation.  But  a 
systolic  murmur  at  the  base  is  without  any 
such  significance. 


5.  A succession  of  visits  by  relatives  and 
friends  make  a very  great  draught  upon  the 
energy  of  the  surgical  patient. 

6.  My  old  professor  of  surgery,  Dr.  Hlasted, 
considered  the  control  of  hemorrhage  the  most 
important  single  factor  at  an  operation. 

7.  Chemotherapy  is  effective  in  shortening 
the  course  and  lowering  the  mortality  in 
pneumonias. 

8.  Practically  every  case  of  so-called  shock 
I have  seen  has  really  been  hemorrhage. 

9.  I,  also,  believe  that  many  postoperative 
fevers  are  due  to  blood  clots. 

Nebraska  State  Medical  Journal 
December,  1931 

F.C. 
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Between  Cases 


Quote  Unquote. 

No  author  dislikes  to  be  edited  as  much  as 
he  dislikes  not  to  be  published. 

Russell  Lynes. 

Words  I Can  Do  Without. 

Akin  to,  incremental,  pure  and  simple, 
disclose,  endeavor,  umbrage. 

You  can’t  take  umbrage  unless  you  write. 

Statistics. 

The  nation’s  prison  population  is  329,000. 

Nobody’s  Perfect. 

GU  PX  shows  a normal  male  extremity. 
J.D. 

Heard  On  TV. 

Unobtrusivesome. 

I Read  It 

No  doctor  can  ever  really  be  guilty  of 
malpractice. 

Quote  Unquote. 

Behind  every  cloud  there’s  another  cloud. 


Do  You  Remember? 

I was  now  cofqe  within  about  20  miles  of 
home  . . . but  the  night  coming  on,  I put  up  at 
a little  public-house. 

Goldsmith:  The  vicar  of  Wakefield. 

My  Skinny  Correspondence  File. 

If  you  keep  most  letters  in  your  drawer  for 
three  months  and  then  read  them,  you 
realize  what  a waste  of  time  it  would  have 
been  to  reply. 

Lin  Yutang. 

I Don’t  Think  So. 

Old  people  should  keep  their  symptoms  to 
themselves. 

Anon. 

Laugh  Of  The  Year. 

The  pollsters  said  the  election  would  be  too 
close  to  count,  and  Reagan  took  44  states. 

The  Doctor. 

I have  doctor’s  permission  to  live  till 
Tuesday. 

Saki. 


A Line  I Remember  On  Waking. 

Forget  it,  it  takes  too  long  to  say  no. 

Why  Does  Medicine  Cost  So  Much? 

A five-cent  eraser  is  now  52  cents  plus  tax. 


Books 


Clinical  cardiology;  by  Maurice  Sokolow,  M.D.  and 
Malcolm  B.  Mcllroy,  M.D.;  763  pages;  soft  cover  $21.50; 
published  1981  by  Lange  Medical  Publications,  Los 
Altos,  California  94022. 

This  book  first  appeared  in  1977,  and  is  now  in  its  third 
edition.  It  has  been  translated  into  Spanish,  and  seven 
other  translations  are  in  preparation.  It  is  divided  into  23 
chapters;  it  is  simply  studded  with  figures,  which  I like; 
and  there  are  many  unnumbered  references  and  an 
excellent  index. 

It  is  a good  book,  and  worth  more  than  $21.50. 

F.C. 


It  All  Depends. 

The  eyes  of  memory  don’t  grow  dim. 
Aldous  Huxley:  The  Tillotson  banquet. 


General  urology;  by  Donald  R.  Smith,  M.D.,  and  others; 
598  pages;  limp  cover  $19.50;  published  1981  by  Lange 
Medical  Publications,  Los  Altos,  California  94022. 

General  urology  first  appeared  in  1957,  and  is  now  in  its 
10th  edition.  It  is  nicely  printed,  it  is  studded  with  figures, 
there  are  many  (unnumbered)  references,  and  a very  good 
index.  The  preceding  edition  came  out  in  1978,  so  the 
book  is  being  kept  up-to-date. 

Dr.  Smith  is  Professor  Emeritus  at  the  University  of 
California.  The  book  is  available  in  four  other  language 
editions,  and  two  more  are  in  preparation.  The  book  has 
all  the  things  I could  think  of  that  a new  urology  should 
have,  like  scans,  the  psyche,  tumor  immunology,  and 
abnormalities  of  sexual  differentiation,  and  it  is  too  large 
to  be  called  a handbook. 

F.C. 
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President's  Page 


I would  like  to  present  several  important 
aspects  of  membership  in  organized  medicine 

— County  society,  Nebraska  Medical  Associa- 
tion, and  the  American  Medical  Association. 

You  have  just  recently  received  statements 
for  your  1982  dues.  I’m  sure  you  can  appre- 
ciate the  slight  increase  in  each  component 
necessitated  by  inflation  and  all  that  goes  with 
that.  I do  not  need  to  remind  you  that  these 
payments  are  tax-deductible.  I really  don’t 
need  to  remind  you  of  the  increasing  impor- 
tance of  your  involvement  in  organized  medi- 
cine, as  things  are  changing  rapidly  at  all  levels 

— but  especially  at  the  State  level. 

The  political  climate  in  Washington  as 
regards  health  care  can  be  summed  up  very 
briefly  — more  competition  among  physicians 
and  hospitals  in  order  to  lower  costs,  and  less 
Federal  and  more  State  control  in  financing  of 
health  and  medical  care. 

There  is  no  one  who  can  represent  phy- 
sicians in  Washington,  D.C.  and  Lincoln, 
Nebraska,  except  the  American  Medical  As- 
sociation and  the  Nebraska  Medical  Associa- 
tion. 

If  you  wish  to  be  heard  and  represented,  you 
must  be  a member  of  the  AMA  and  NMA 
(County  society  membership  is  required). 

If  all  physicians  will  become  involved,  then 
there  is  no  questions  that  we  will  have  one  of 
the  most  powerful  organizations  in  the  country, 
and  be  in  a position  to  strongly  influence 
Federal  and  State  legislation,  including  both 
laws  and  regulations. 

Probably  the  most  powerful  single  political 
action  group  in  the  nation  today  is  AMPAC 


(American  Medical  Political  Action  Commit- 
tee). Ask  any  politician  and  he  will  readily 
admit  such.  I would  strongly  urge  you  to  also 
join  AMPAC  and  NMPAC  if  you  want  a voice 
in  who  is  sent  to  Washington  and  Lincoln  to 
represent  you. 

As  we  face  marked  changes  in  the  next  few 
years  in  health  care  delivery,  let  us  join  hands 
and  hearts  in  a unified  spirit,  to  protect  and 
improve  the  finest  health  care  delivery  system 
in  the  world  — not  for  ourselves,  but,  more 
importantly,  for  our  patients. 

Thank  you. 


December  1981 


Nebraska  Medical  Journal 


281 


Craig  Urbauer,  M.D.,  presenting  Reference 
Committee  Report. 


William  Rumbolz,  M.D.,  presenting  Reference 
Committee  Report. 


Paul  Collicot,  M.D.,  presenting  Reference  Com- 
mittee Report. 


Warren  Bosley,  M.D.,  presenting  Reference 
Committee  Report. 


House  of  Delegates 


Carlyle  E.  Wilson,  Jr.,  M.D.,  addressing  the  House 
of  Delegates  Session. 


nf. 
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Coming  Meetings 


AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  6-9,  1981,  Las  Vegas,  Nevada 

DECEMBER  10-12,  1981  — Current  Concepts 
in  Cancer  Therapy,  St.  Louis,  MO.  Marc  K. 
Wallack,  M.D.,  Program  Chairman.  Presented 
by  Section  of  Surgical  Oncology,  Depart- 
ment of  Surgery,  Washington  University  in 
St.  Louis  and  Missouri  Chapter  of  the 
American  Cancer  Society.  19  Hours,  AMA, 
AAFP,  AOA.  For  information  contact:  Office 
of  CME,  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St. 
Louis,  MO  63110  (314)  454-3873 

SCIENTIFIC/SKI  MEETING  — The  North- 
western Medical  Association  convenes  for 
its  35th  Annual  Meeting  at  Sun  Valley, 
Idaho,  from  February  8 to  12,  1982- 

Diabetes  and  related  vascular,  neurologic, 
eye,  and  ENT  problems,  ski-injury  preven- 
tion, and  high-altitude  physiology  will  be 
discussed  by  experts.  Approved  for  10  CME 
Category  I credits.  Registration  3 to  5 p.m., 
February  8,  Challenger  Inn,  Sun  Valley. 
Nonmembers  registration  $100.  For  infor- 
mation, write  to  Norman  Christensen,  M.D., 
Secretary,  2456  Buhne  Street,  Eureka, 
California  95501. 

International  Academy  of  Pathology:  The 

Annual  Meeting  of  the  United  States-Canadian 
Division  of  the  International  Academy  of 
Pathology  will  be  held  at  the  Sheraton  Boston 
in  Boston,  Massachusetts  from  March  1 
through  March  5,  1982.  The  Maude  Abbott 
Lecture  entitled  “Soft  Tissue  Tumors  in  the 
19th  and  20th  Century”  will  be  delivered  by 
Dr.  Raffaele  Lattes  on  March  2. 

Scientific  Papers,  Poster  Sessions,  12 
Specialty  Conferences,  and  45  Short  Courses 
are  scheduled.  Two  Special  Courses  will  be 
offered  on  “Immunopathologic  Techniques  in 
Diagnostic  Pathology”  with  Dr.  Robert  Mc- 
Cluskey  as  Course  Director  and  “Electron 
Microscopy  in  Diagnostic  Pathology”  with  Dr. 
Benjamin  Trump  as  Course  Director.  The 


Long  Course  will  be  on  “Connective  Tissues 
and  Connective  Tissue  Diseases”  with  Drs. 
Bernard  M.  Wagner  and  Raul  Fleischmajer  as 
Course  Directors. 

Two  special  lectures  are  to  be  presented 
during  the  meeting.  On  March  1,  in  celebration 
of  Harvard’s  Bicentennial,  Drs.  Gustave 
Dammin  and  Arthur  Hertig  will  present  a 
session  on  “Contributions  of  Harvard  to 
Pathology.”  On  March  2,  Dr.  Baruj  Benacerraf, 
Nobel  Laureate,  will  speak  on  “The  Role  of 
MHC  Gene  Products  in  Immune  Regulation.” 

Information  may  be  obtained  from  Dr. 
Nathan  Kaufman,  Secretary-Treasurer,  United 
States-Canadian  Division  of  the  International 
Academy  of  Pathology,  1003  Chafee  Avenue, 
Augusta,  Georgia,  30904.  Telephone  (404) 
724-2973. 

THE  NORTHWESTERN  CENTER  FOR 
SPORTS  MEDICINE  is  pleased  to  announce 
that  we  will  once  again  sponsor  a Sports 
Medicine  Postgraduate  Course  in  Maui, 
Hawaii,  March  8-12,  1982.  The  course  has 
been  planned  to  coincide  with  the  Maui 
Marathon  and  will  carry  25  hours  of 
Category  I CME  credit.  For  further  informa- 
tion, interested  individuals  should  contact: 
Bates  Noble,  M.D.,  Course  Director,  North- 
western University  Center  for  Sports  Medi- 
cine, 303  East  Chicago  Avenue,  Chicago,  IL 
60611. 

Clinical  Cytopathology  for  Pathologists  — 
Postgraduate  Course 

The  Twenty-third  Postgrade  Institute  for 
Pathologists  in  Clinical  Cytopathology  is  to  be 
given  at  The  Johns  Hopkins  University  School 
of  Medicine  and  The  Johns  Hopkins  Hospital, 
Baltimore,  Maryland,  March  22  - April  2,  1982. 
The  full  two  week  program  is  designed  for 
pathologists  who  are  certified  (or  qualified)  by 
the  American  Board  of  Pathology  (PA),  or  its 
international  equivalent. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
he  covered  in  lectures,  explored  in  small 


December  1981 


Nebraska  Medical  Journal 


283 


informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  27, 
1982.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
- DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  — March  24-25,  1982, 
UN  Medical  Center,  Omaha,  Nebraska; 
Speaker:  Renato  Dulbecco,  M.D.,  Salk 
Institute,  La  Jolla,  California. 


UNIVERSITY  OF  NEBRASKA  - ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  — 
April  15,  1982,  UN  Medical  Center,  Omaha, 
Nebraska;  Speaker:  Merlin  K.  DuVal,  M.D., 
National  Center  for  Health  Education,  San 
Francisco,  California.  Convocation  at  12:00 
noon.  AOA  Banquet  at  6:30  p.m.,  Omaha 
Country  Club,  Omaha,  Nebraska. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  30  - May  3,  1982, 
Omaha  Marriott,  Omaha,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 


Welcome  New  Members 


Robert  A.  Beer,  M.D. 

Nebraska  City  68410 

William  R.  Yates,  M.D. 

Geneva  68361 

John  H.  Schulte,  M.D. 

211  West  33rd 
Kearney  68847 

Lawrence  R.  Jones,  M.D. 

211  West  33rd 
Kearney  68847 

James  J.  Holt,  M.D. 

8601  West  Dodge  Road  #234 
Omaha  68114 

Mark  S.  Lubinsky,  M.D. 

8303  Dodge  Street 
Childrens  Memorial  Hospital 
Omaha,  NE  68114 

Robert  H.  Mclntire 
Methodist  Hospital 
Omaha,  NE  68114 

Rowen  K.  Zetterman.  M.D. 
Department  IM,  UNMC 
Omaha,  NE  68105 

Joseph  E.  Nicolas,  M.D 
Box  732 

Winnebago,  NE  68071 


Joseph  J.  Fanucchi,  M.D. 

601  North  30th 
Omaha,  NE  68131 

John  A.  Wagoner,  Jr.,  M.D. 

729  North  Custer 
Grand  Island,  NE  68801 

Richard  O.  Forsman,  M.D. 

309  Doctors  Building 
Omaha,  NE  68131 

James  D.  Imbrock,  M.D. 

9015  Arbor  Street  #114 
Omaha,  NE  68124 

Kathleen  A.  Bliese,  M.l. 

2734  North  61st 
Omaha,  NE  68104 

Louis  H.  Stekoll,  M.D. 

3634  North  90th 
Omaha,  NE  68134 

James  L.  Manion,  M.D. 

Department  of  Anesthesiology 
601  North  30th 
Omaha,  NE  68131 

Frederick  E.  Youngblood,  M.D. 
Department  of  Anesthesiology 
601  North  30th 
Omaha,  NE  68131 


Mary  K.  Kratoska,  M.D. 
2705  South  87th 
Omaha,  NE  68124 

Hans  S.  Frenkel,  M.D. 

8300  Dodge  Street 
Omaha,  NE  68114 

David  T.  Purtilo,  M.D. 
Department  of  Pathology 
UNMC 

Omaha,  NE  68105 

James  A.  Edney,  M.D. 
University  of  Nebraska 
Medical  Center 
Omaha,  NE  68105 

Robert  C.  Goodlin,  M.D. 
Department  of  OBG 
University  of  Nebraska 
Medical  Center 
Omaha,  NE  68105 

Thomas  E.  Martin,  M.D. 
6520  Redick  Avenue 
Omaha,  NE  68152 

James  V.  Ortman,  M.D. 
3634  North  90th  Street 
Omaha,  NE  68134 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

FALL  SESSION 

OCTOBER  1,  2,  & 3,  1981 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Carlyle  E.  Wilson,  Jr..  M.D.,  Omaha,  Chairman;  Allan  C.  Landers,  M.D., 
Scottsbluff;  Orin  R Hayes,  M.D.,  Lincoln;  Russell  L.  Gorthey,  M.D.. 
Lincoln;  Herbert  E.  Reese,  M.D.,  Lincoln;  Frederick  F.  Paustian,  M.D., 
Omaha;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Harry  W.  McFadden,  M.D.,  Omaha; 
Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Stanley  M.  Truhlsen,  M.D.,  Omaha. 

(1)  FINANCES 

Association  expenditures  for  the  year  to  date  are 
proceeding  according  to  expected  levels.  The  Board 
maintains  a monthly  review  of  finances,  and  a more  in- 
depth  study  of  these  matters  is  made  at  each  Board 
meeting.  Investment  procedures  are  proceeding  according 
to  plan,  and  the  Board  likewise  maintains  a regular  review 
of  this  activity.  With  the  pending  dues  increase  for  1982,  it 
appears  the  Association  will  continue  to  maintain  a 
satisfactory  fiscal  condition  in  future  months.  As  usual,  a 
more  detailed  report  on  finances  will  be  given  at  the 
Annual  Session  next  Spring. 

(2)  BLUE  CROSS/BLUE  SHIELD  - NMA  GROUP 
COVERAGE 

The  Association’s  group  hospitalization  program  with 
Blue  Cross/Blue  Shield,  experienced  a 28%  increase  in 
premium  rates  effective  June  1,  1981.  The  Board 
approved  the  agreement  with  the  Company  which  will 
remain  effective  until  January,  1982.  Blue  Cross/Blue 
Shield  officials  have  indicated  a series  of  new  coverage 
alternatives  will  be  available  for  consideration  in  October. 
The  Board  decided  that  a market  analysis  of  the  program 
should  be  made.  This  is  currently  underway. 

(3)  DWAINE  J.  PEETZ,  M.D.,  APPOINTED 
TO  BOARD 

As  directed  by  the  Association’s  Articles  and  By-Laws, 
the  Board  considered  the  vacancy  that  developed  with  the 
election  of  Doctor  Allan  Landers  to  the  position  of 
President-Elect,  Doctor  Dwaine  Peetz  was  selected  to 
complete  the  unexpired  term  of  Doctor  Landers,  which 
runs  until  May,  1982.  Doctor  Peetz  was  asked  to  serve  on 
an  interim  basis,  in  that  this  appointment  must  be 
considered  by  the  House  of  Delegates  at  the  1981  Fall 
Session.  The  Board  recommends  that  Doctor  Peetz  be 
selected  by  the  House  to  complete  the  unexpired  term. 

(4)  NUCLEAR  ACCIDENT  RESPONSE 
(FALL  SESSION,  1980) 

During  the  1980  Fall  Session,  the  House  of  Delegates 
adopted  a resolution  proposing  the  Association  urge  each 
hospital  and  medical  staff  to  develop  or  have  available  an 
appropriate  plan  for  responding  to  nuclear  accidents,  and 
proposing  the  Association  cooperate  with  such  other 
appropriate  associations  and  bureaus  in  the  development 
and  update  of  comprehensive  state  or  local  plans  for 
responding  to  nuclear  accidents.  The  resolution  was 
distributed  to  each  Nebraska  hospital.  A conjoint  com- 
mittee of  the  Nebraska  Radiological  Society  and  the 
Nebraska  Association  of  Nuclear  Physicians  offered  to 
develop  a document  on  the  handling  of  the  radiation 
accident  victim.  The  document  was  received  by  the 


Board,  reviewed,  and  referred  to  the  Association’s 
Commission  on  Clinical  Medicine  for  review  and  response. 
The  Board  appreciates  and  recognizes  the  efforts  of  the 
Nebraska  Radiological  Society  and  the  Nebraska  As- 
sociation of  Nuclear  Physicians  in  the  development  of  this 
document. 

(5)  UNMC-NMA  LIAISON  COMMITTEE 

The  Board  is  pleased  to  report  that  a regular  series  of 
bimonthly  meetings  is  being  held  with  Dean  Connell  and 
representatives  of  the  UNMC  faculty.  Several  members  of 
the  Board  of  Directors,  including  the  President  and 
President-Elect,  serve  on  that  portion  of  the  Committee 
representing  the  NMA. 

Several  areas  of  considerable  interest  to  the  NMA  have 
been  discussed,  such  as  the  composition  of  the  Admis- 
sions Committee.  At  the  most  recent  meeting,  the  Dean 
announced  that  four  physicians  were  now  members  of  this 
Committee. 

In  other  areas,  discussion  has  taken  place  concerning 
the  decline  of  rural  students  applying  for  entrance  into 
medical  school.  Efforts  are  being  made  to  identify  the 
source  of  the  problem.  The  NMA  has  offered  to  assist  in 
any  way  possible. 

One  of  the  more  recent  concerns  discussed,  was  the 
decision  by  the  University  of  Nebraska  Board  of  Regents 
to  not  provide  care  at  University  Hospital  for  indigents, 
unless  the  County  of  origin  has  first  approved  such  care, 
and  agrees  to  pay  such  costs.  The  UNMC  is  concerned 
about  the  loss  of  such  income  and  the  potential  impact  on 
the  patient  load  problem  used  in  teaching,  along  with  a 
potential  faculty  morale.  Moreover,  all  members  of  the 
Committee  expressed  concern  about  the  ethics  involved, 
and  possible  effect  on  quality  of  care.  The  NMA  Board  of 
Directors  has  discussed  this  matter,  and  will  closely 
monitor  the  situation.  More  discussion  on  this  subject  will 
take  place  at  this  Fall  Session. 

In  conclusion,  the  Board  feels  this  regular  communica- 
tion with  the  UNMC  is  both  beneficial  and  productive, 
and  looks  forward  to  this  ongoing  liaison  in  the  coming 
year. 

(6)  1982  ANNUAL  SESSION  FORMAT 

The  Board  considered  a change  in  the  format  for  the 
1982  Annual  Session,  which  will  take  place  at  the  Marriott 
Hotel  in  Omaha.  The  schedule  now  calls  for  the  Session  to 
begin  on  Friday,  April  30,  and  conclude  with  Sportsman’s 
Day  events  on  Monday,  May  3.  The  Board  has  recom- 
mended to  the  Scientific  Sessions  Committee,  that  the 
Board  of  Councilors  session  take  place  on  Friday,  April 
30,  to  be  followed  by  the  House  of  Delegates  session  at 
1:00  p.m.,  on  that  date.  The  second  House  of  Delegates 
session  will  take  place  at  8:00  a.m.,  on  Sunday,  May  2, 
followed  by  the  third  session  at  4:00  p.m.,  that  same  date. 
An  inaugural  banquet  will  take  place  on  Sunday  evening, 
following  the  President’s  reception.  Installation  cere- 
monies will  take  place  at  the  banquet,  rather  than  at  a 
luncheon  as  has  been  the  practice  in  recent  years.  The 
Scientific  Session  Committee  is  currently  scheduling  the 
Scientific  portions  of  the  program  around  this  House  of 
Delegates  scheduling  arrangement.  There  are  currently  13 
specialty  societies  and/or  organizations  participating  in 
the  development  of  the  program  for  the  1982  Annual 
Session.  Indications  by  the  seven  groups  who  participated 
in  developing  the  1981  Session  are  that  a satisfactory, 
successful  educational  effort  was  produced. 

(7)  ANNUAL  SESSION  REGISTRATION  FEE 

The  Board  considered  a recommendation  from  the 
Scientific  Sessions  Committee  that  a $100.00  registration 
or  participation  fee  be  charged  each  specialty  society  or 
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organization  taking  part  in  the  1982  Annual  Session,  and 
that  the  individual  registration  fee  remain  suspended,  as 
is  the  case  at  the  current  time.  The  Board  approved  the 
recommendation  from  the  Scientific  Sessions  Committee, 
and  the  Committee  is  proceeding  with  plans  for  the  1982 
Annual  Session  based  on  that  concept. 

(8)  NMA  HEALTH  MANPOWER  REPORT 

The  Board  received  the  1981  Health  Manpower 
Report,  which  is  computed  each  year  as  of  August  1. 
Association  records  indicate  that  there  are  1,909  active 
physicians,  120  retired  or  disabled  physicians,  and  381 
residents  in  Nebraska.  There  are  17  counties  in  the  state 
that  have  no  physicians.  Records  indicate  that  between 
1950  and  1970,  70  Nebraska  counties  had  a decrease  in 
population.  Between  1970  and  1980,  51  counties  had  a 
decrease  in  population.  Excluding  residents  in  training, 
32.9%  of  the  physicians  in  the  state  are  under  age  40,  as 
compared  to  1975,  when  the  highest  percentage  of 
physicians  were  between  the  ages  of  40  and  50.  The 
average  age  of  Nebraska  physicians  in  1981  is  47  years  of 
age.  The  number  of  physicians  in  private  practice,  full- 
time emergency  department  work,  and  full-time  medical 
school  faculty  has  increased  in  recent  years.  In  1970,  the 
ratio  of  physicians  to  population  was  1 physicians  to  933 
citizens.  In  1980,  it  was  1 physician  to  822  citizens.  If 
residents  in  training  are  included,  it  is  1 physicians  to  685 
citizens.  Records  indicate  that  53%  of  Nebraska’s 
physicians  graduated  from  the  University  of  Nebraska 
College  of  Medicine,  15.5%  graduated  from  Creighton 
University  School  of  Medicine,  21.8%  graduated  from 
other  U.S.  schools,  and  approximately  5.8%  graduated 
from  foreign  medical  schools.  There  are  currently  975 
physicians  in  Omaha,  325  physicians  in  Lincoln,  and  725 
physicians  in  Greater  Nebraska  (these  figures  do  not 
include  residents  in  training). 

(9)  LONG  RANGE  PLANNING 

The  Board  has  given  emphasis  and  consideration  to  the 
Association’s  Long  Range  Plan.  The  five  goals  of  the  plan 
are:  (1)  To  provide  an  increasing  number  of  scientific 
educational  experiences  or  opportunities  for  the  phy- 
sician; (2)  To  improve  and  strengthen  the  relationship 
with  all  levels  of  government  and  the  health  care  field 
through  effective  ongoing  programs  and  activities;  (3)  To 
improve  through  effective  ongoing  programs  and  educa- 
tion the  public’s  knowledge  of  health  care  issues;  (4)  To 
achieve  the  optimum  level  of  membership  of  all  physicians 
in  the  Nebraska  Medical  Association  and  the  American 
Medical  Association;  (5)  To  develop  a close  liaison  and 
working  relationship  with  all  medical  organizations  in  the 
state  and  with  the  American  Medical  Association.  While 
considering  the  objectives  for  each  goal,  special  emphasis 
was  given  to  several  subject  areas,  including  membership 
development,  and  various  liaison  activities.  While  mem- 
bership in  the  Association  has  remained  high,  (approxi- 
mately 85%  of  the  physicians  in  the  state),  the  Board  feels 
specific  programming  should  take  place  to  increase  this 
percentage  factor,  and  also  emphasize  membership  in  the 
American  Medical  Association.  Membership  of  students 
and  house  staff  was  also  considered  in  detail,  and  it  was 
felt  increased  specific  activities  in  that  area  should  also  be 
undertaken.  To  this  end,  a subcommittee  on  membership 
has  been  appointed.  Evidence  of  its  efforts  should  be 
forthcoming.  The  Board  considered  the  resolution  re- 
ferred to  it  by  the  House  of  Delegates  which  proposed 
waiver  of  dues  for  students  and  residents.  The  Board 
recommended  these  dues  not  be  waived  at  this  time,  and 
that  the  matter,  along  with  other  aspects  of  the  resolution, 
be  considered  further  by  the  membership  subcommittee. 
The  Board  considered  the  matter  of  visitations  to  County 
Medical  Societies,  recognizing  that  there  are  approxi- 
mately 12  societies  that  meet  on  a formal  basis.  The 


Officers  of  the  Association  will  be  making  themselves 
available  to  visit  County  Medical  Societies,  as  efforts  are 
being  made  to  complete  such  arrangements  for  the 
visitations  in  coming  months. 

(10)  MEMBERSHIP 

Over  the  years  the  NMA  has  maintained  a high  level  of 
physician  membership.  Much  of  the  credit  for  this 
attainment  must  be  given  to  the  County  Medical  Society 
which  is  the  entry  point  for  organized  medicine. 

While  we  have  retained  a high  level  of  membership,  we 
feel  it  can  and  should  be  improved.  All  physicians  in  the 
state  should  be  members.  Another  important  element 
should  be  the  emphasis  on  the  physician  belonging  at  each 
level  of  organized  medicine,  county,  state  and  national. 

At  the  June  meeting  of  the  AMA  House  of  Delegates, 
strong  support  was  given  and  a top  priority  placed  on 
getting  more  physicians  to  join  the  AMA.  The  Board  of 
Directors  has  discussed  this  issue  and  unanimously 
concurred  that  a major  effort  should  be  initiated  through  a 
membership  campaign.  Such  a campaign  would  have  a 
duel  thrust,  increasing  AMA  membership,  bringing  into 
organized  medicine  those  physicians  who  have  no 
membership  status  at  any  level. 

To  this  end,  an  Ad-Hoc  Committee  on  Membership  has 
been  appointed  and  charged  with  the  development  of  an 
intensive  “peer  to  peer”  membership  campaign.  The  drive 
will  be  for  1982  membership.  As  the  Committee  plans  are 
developed,  publicity  on  the  campaign  will  be  carried  in  the 
NMA  Newsletter.  We  strongly  urge  the  support  of  all 
members  and  ask  you  to  please  assist  if  you  are  contacted 
by  the  Ad-Hoc  Committee.  Your  support  is  needed  to 
make  this  a successful  effort. 

(11)  FUTURE  PROVISION  OF  MEDICAL  CARE 

Your  Board  reviewed  and  discussed  material  con- 
cerning the  provision  of  medical  care  in  the  years  to  come. 
It  was  noted  that  many  new  types  of  programs  for  the 
provision  of  medical  care  are  now  being  developed,  and 
some  even  used,  in  some  areas  of  the  country.  While  these 
various  mechanisms  have  not  as  yet  appeared  in  our  state, 
your  Board  feels  it  would  be  appropriate  to  review  and 
possibly  establish  a set  of  guidelines  for  the  physician,  and 
his  interaction  with  fellow  physicians.  This  matter  will 
continue  to  be  monitored  by  the  Board,  and  possible 
guidelines  may  be  developed  in  the  future. 

(12)  ROTATION  OF  PRESIDENT-ELECT  OFFICE 

Since  the  Annual  Session,  a facet  of  long-time  tradition 
was  reviewed  and  discussed  by  the  Board.  This  item 
relates  to  the  system  of  selection  of  the  President-Elect  of 
the  NMA.  In  checking  the  records  we  find  the  four  year 
rotation,  Lincoln,  Omaha,  Greater  Nebraska,  Greater 
Nebraska,  has  been  in  effect  since  1936.  Prior  to  that  time 
a specific  rotation  system  did  not  appear  to  exist.  A check 
of  the  records  does  not  reveal  how  the  current  system 
came  into  being,  and  as  far  as  can  be  determined,  it  was  a 
“gentlemen’s  agreement”  rather  than  official  policy.  Your 
Board  suggests  it  would  be  appropriate  for  the  House  of 
Delegates  to  discuss  this  matter,  in  light  of  physician 
population  shifts  in  recent  years,  to  determine  if  there  is  a 
need  to  modify  the  process.  One  point  of  information 
indicates  the  fact  that  the  Omaha  area  does  not  have  an 
“elected  officer”  on  the  Board  of  Directors  one  year  out  of 
each  four.  This  is  demonstrated  below. 

1981 

President Omaha 

President-Elect Greater  Nebr. 

Past  President Lincoln 

Secretary-Treasurer Lincoln 
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1982 

President Greater  Nebr. 

President-Elect Greater  Nebr. 

Past  President Omaha 

Secretary-Treasurer Lincoln 

1983 

President Greater  Nebr. 

President-Elect Lincoln 

Past  President Greater  Nebr. 

Secretary-Treasurer Lincoln 

1984 

President Lincoln 

President-Elect Omaha 

Past  President Greater  Nebr. 

Secretary-Treasurer Lincoln 

Based  on  the  above  considerations,  it  would  appear 
feasible  to  amend  the  rotation  to  a three-year  period 
consisting  of  Lincoln,  Omaha,  Greater  Nebraska.  On  the 
basis  of  current  numbers  and  distribution  of  physicians, 
this  approach  would  equitably  meet  current  trends  in 
physician  population. 

(13)  CHANGE  IN  AMA  FEE  STRUCTURE 

Two  years  ago,  the  AMA  established  several  new  dues 
schedules  for  the  physician  entering  practice.  Those 
entering  practice  after  June  1,  in  a given  year,  are  eligible 
to  be  an  AMA  member  by  paying  25%  of  the  dues 
structure.  Those  physicians  in  their  first  full  year  of 
practice  were  required  to  pay  an  amount  equal  to  50%  of 
the  dues  structure.  Both  of  these  actions  were  approved 
by  the  NMA  and  implemented  accordingly. 

At  the  1981  Annual  Meeting  of  the  AMA  House  of 
Delegates,  a third  category  of  reduced  dues  was  estab- 
lished. For  physicians  in  their  second  full  year  of  practice, 
a dues  rate  equal  to  75%:  of  the  1982  dues  will  be 
applicable  to  that  individual. 

Recommendation:  Your  Board  recommends  the  NMA 
House  of  Delegates  approve  this  additional  dues  structure 
for  NMA  members  so  our  dues  level  will  be  in  line  with 
that  of  the  AMA.  It  is  further  recommended  that  County 
Medical  Societies  be  urged  to  utilize  the  same  dues 
structure  approach. 


REPORT  OF  THE  DELEGATE  TO  THE  A.M.A.- 
ANNUAL  MEETING 

The  AMA  House  of  Delegates  met  in  Chicago,  June  7- 
11,  1981.  Daniel  T.  Cloud,  M.D.  of  Phoenix,  Arizona  was 
installed  as  the  President  of  the  AMA  and  William  Y.  Rial, 
M.D.  of  Swarthmore,  Pennsylvania  was  unopposed  for  the 
position  of  President-Elect.  Outgoing  President  Robert  B. 
Hunter  of  Sedro  Woolley,  Washington  was  hospitalized 
just  prior  to  the  opening  of  the  meeting  with  a bleeding 
ulcer  and  was  unable  to  deliver  his  presidential  address  in 
person. 

Although  a total  of  78  reports  and  156  resolutions  were 
considered,  there  were  few  burning  issues  before  the 
House  at  this  session.  However,  the  workings  of  Parkin- 
son’s law  again  prevented  early  adjournment.  Highlights 
of  the  session  were  as  follows: 

(1)  Report  C of  the  Board  of  Trustees  regarding  changes 
in  direction,  responsibilities,  structure  and  configuration 
of  the  AMA  generated  the  most  heated  testimony  of  the 
session  and  recommendations  Numbers  1,  2,  6,  7,  and  10 
were  adopted  as  presented. 

Recommendation  #1: 

The  House  endorse  the  new  functional  profile  for  AMA, 

as  presented  in  this  report. 


Recommendation  #2 

The  House  discontinue  the  Council  on  Continuing 
Physician  Education. 

Recommendation  #6. 

That  physicians  in  their  second  year  in  practice  pay  75 
percent  of  the  regular  dues  rate. 

Recommendation  #7: 

That,  starting  in  1983,  physicians  in  military  service  pay 
% of  regular  AMA  dues  rate. 

Recommendation  #10: 

That  the  AMA  dues  for  medical  students  and  residents 
not  be  changed  at  this  time. 

Recommendation  #3  (discontinuation  of  the  Council  on 
Long  Range  Planning  and  Development)  was  not  adopted 
and  the  Council  is  to  report  to  the  House  of  Delegates  at 
the  1981  Interim  Meeting  on  any  changes  in  its  Bylaw- 
mandated  charges  that  may  be  appropriate  at  that  time. 

Recommendation  #4  (discontinuation  of  the  Council  on 
Constitution  and  Bylaws)  was  rejected  and  the  Council 
was  instructed  to  plan  two  meetings  a year  in  conjunction 
with  the  meetings  of  the  House  of  Delegates  and 
additional  meetings  may  be  called  by  the  Chairman  if 
needed. 

Recommendation  #5  was  adopted  as  amended:  “The 
House  requests  the  Board  of  Trustees  to  study  and 
present  alternatives  to  the  present  Interim  Meeting,  but 
that  the  Interim  Meeting  is  to  be  preserved  and  any 
modification  thereof  should  preserve  member  participa- 
tion and  the  intent  of  the  Interim  Meeting,  while  at  the 
same  time  reducing  costs  to  the  AMA  and  the  members  of 
the  Federation.” 

Recommendation  #9  was  adopted  as  amended:  “That 
the  AMA  adopt  an  incremental  approach  to  dues 
increases;  so  that  1982  dues  will  be  $285.  The  House 
consider  increasing  dues  to  $315  in  1983  and  to  $340  in 
1984. 

Recommendation  #8,  “That,  starting  in  1983,  phy- 
sicians over  age  70  pay  10  percent  of  the  regular  AMA 
dues  rate  (not  retroactive  to  physicians  age  70  prior  to 
1983)”  was  not  adopted. 

You  can  see  from  the  above  actions  that  the  structure 
and  function  of  the  AMA  has  undergone  a significant 
change  in  response  to  the  perceived  desires  of  the  AMA 
members  who  wish  the  AMA  to  represent  them  more 
forcefully  in  the  socioeconomic  and  political  arenas  and 
shift  the  emphasis  for  post  graduate  medical  education  to 
the  medical  schools  and  specialty  societies.  This  would 
appear  to  be  the  application  of  cost  effectiveness  to  the 
AMA  Mission. 

(2)  Nebraska’s  Resolution  #84,  requesting  the  AMA  to 
develop  a working  definition  of  the  term  “Competition”  as 
it  pertains  to  medicine,  medical  practice,  and  related 
Congressional  initiatives,  was  referred  to  the  Board  of 
Trustees. 

(3)  The  first  four  resolves  of  Substitute  Resolution  #4, 
were  adopted  and  the  fifth  RESOLVED  was  referred  to 
the  Board  of  Trustees  for  their  consideration.  The  original 
Resolution  #4  asked  the  AMA  to  support  continuation  of 
PSRO  rather  than  create  new  state  mechanisms  in  those 
states  where  the  physician  community  has  determined 
their  PSRO  to  be  effective.  Substitute  Resolution  #4  is  as 
follows: 

RESOLVED,  that  the  American  Medical  Association 
take  a leadership  role  in  collaboration  with  all  units  of 
the  Federation  in  developing  and  promoting  effective 
means  of  physician  assessment  of  the  quality  of  medical 
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care  regardless  of  the  future  fate  of  PSRO’s;  and  be  it 
further 

RESOLVED,  that  physicians  maintain  control  and 
direction  over  peer  review  and  that  peer  review  be  done 
only  by  physician  sponsored  organizations  regardless  of 
the  funding  source  for  such  review  and  that  the  AMA 
notify  all  agencies  involved  in  medical  peer  review  of 
this  resolution;  and  be  it  further 

RESOLVED,  that  physicians,  acting  through  their 
state  medical  associations,  provide  for  protection  of  the 
confidentiality  of  existing  data  accumulated  for  PSRO 
regardless  of  the  future  fate  of  PSRO;  and  be  it  further 

RESOLVED,  that  the  Council  on  Medical  Service 
submit  a report  of  progress  on  the  implementation  of 
this  resolution  at  the  1981  Interim  Meeting;  and  be  it 
further 

RESOLVED,  that,  since  the  Quality  Assurance 
Program  for  hospitals  as  devised  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  and  medical  care 
foundations  utilized  effectively  by  many  states  are 
proven  mechanisms  for  providing  physician  peer  review, 
the  House  of  Delegates  request  the  Board  of  Trustees 
to  investigate  expanded  use  of  these  methods  and 
assist  actively  in  the  formation  of  medical  care 
foundations,  or  similar  organizations,  in  states  where 
they  do  not  now  exist,  if  requested  by  the  state  society. 

(4)  Your  AMA  Delegate  served  on  Reference  Commit- 
tee E,  which  had  to  have  set  some  kind  of  record  for  rapid 
and  judicious  handling  of  the  material  assigned  to  it.  The 
hearings  were  concluded  in  one  hour  and  twenty  minutes 
and  the  report  to  the  House  was  concluded  in  nine 
minutes  and  forty  seconds.  The  most  important  item 
considered  by  Reference  Committee  E was  a report 
issued  by  the  Council  on  Scientific  Affairs  entitled,  “Risks 
of  Nuclear  Energy  and  Low  Level  Ionizing  Radiation” 
which  was  approved  and  it  was  suggested  that  a copy  be 
made  available  to  all  AMA  members.  I would  recommend 
this  report  to  you.  It  is  available  from  the  AMA.  Contact 
the  NMA  office  or  request  it  directly  from  the  AMA. 

(5)  Resolution  #108  which  called  for  the  repeal  of 
Section  1122  of  the  Social  Security  Act  relating  to  the  use 
of  Federal  funds  for  health  care  facilities  was  approved. 

(6)  Report  A of  the  Council  on  Medical  Service,  AMA 
Statement  on  Voluntary  Health  Planning  was  approved 
with  the  following  amended  language:  “In  conclusion,  the 
American  Medical  Association  supports  the  concept  of 
voluntary,  locally-based  health  planning.  The  Council  on 
Medical  Service  and  its  Ad  Hoc  Committee  on  Health 
Planning  strongly  encourage  medical  societies,  at  the 
state  and  local  level,  to  use  these  voluntary  principles 
when  initiating  or  participating  in  the  development  of 
health  planning  programs  at  the  community  level.” 

(7)  Resolutions  #1  and  #79,  which  proposed  that  the 
Principles  of  Medical  Ethics  adopted  in  1980  be  amended 
to  include  Section  6 of  the  previous  Principles  which  read: 
“A  physician  should  not  dispose  of  his  services  under 
terms  or  conditions  which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical  judgment 
and  skill  or  tend  to  cause  a deterioration  of  the  quality  of 
medical  care.”  was  referred  to  the  Board  of  Trustees  for 
further  study. 

(8)  Direct  membership  solicitation  by  AMA  was  ap- 
proved with  the  adoption  of  Report  A of  the  Council  on 
Long  Range  Planning  and  Development.  This  action 
authorizes  the  AMA  to  work  jointly  with  constituent 
societies  of  the  Federation  from  October  1,  to  April  30,  in 
membership  recruitment.  After  May  1,  the  AMA  will 
conduct  an  ongoing  program  soliciting  physicians  to  join 


the  AMA  directly  i.e.  not  requiring  membership  in  a state 
society  as  a prerequisite  for  AMA  membership.  However, 
direct  members  will  be  counted  in  each  state  for  purposes 
of  determining  the  number  of  delegates  each  state  may 
send  to  the  AMA  House. 

The  second  recommendation  of  the  Reference  Commit- 
tee which  was  approved  provided  that  the  Board  of 
Trustees  report  to  the  House  after  three  full  years  of 
experience  with  the  direct  AMA  membership  option 
providing  a full  review  and  reappraisal  of  the  program. 
This  experiment  will  be  watched  very  closely  to  deter- 
mine its  effect  on  the  member  societies  of  the  Federation 
such  as  our  own  NMA. 

(9)  The  House  approved  Report  U of  the  Board  of 
Trustees  which  alters  the  provisions  for  dues  exempt 
membership  to  apply  to  physicians  over  age  70  who  have 
retired  from  active  practice.  Dues  exemption  may  also 
be  permitted  for  financial  hardship  or  physical  disability 
which  prevents  the  member  from  practicing  medicine. 
This  change  in  eligibility  for  dues  exempt  membership  is 
not  to  be  applied  retroactively  to  those  members  who  are 
presently  dues  exempt.  (It  is  noteworthy  that  17%  of  the 
AMA’s  total  membership  or  over  33,000  members  are 
currently  dues-exempt). 

(10)  Resolution  #2,  which  sounded  very  similar  to 
Nebraska  Resolution  of  1979,  was  adopted  which  called 
on  the  AMA  to  endorse  the  principle  that  the  costs  and 
premiums  for  health  care,  whether  incurred  directly  by  an 
individual  or  conferred  as  an  employee  benefit,  should  be 
equally  tax  deductible. 

(1 1)  Resolution  #24  called  on  the  AMA  to  recognize  the 
failure  of  federally  sponsored  welfare  medical  programs 
and  work  toward  returning  care  to  private  pleuralistic 
programs.  Substitute  Resolution  #24  which  was  adopted 
stated,  “That  the  AMA  reaffirm  the  superiority  of  private 
medical  care  in  a pleuralistic  system,  and  continue  its 
efforts  to  correct  deficiencies  in  federal  health  programs. 
(I  must  admit  that  although  the  amended  resolution  may 
be  representative  of  a positive  approach,  there  is  still 
some  virtue  in  being  opposed,  or  negative  if  you  will,  to 
certain  bad  practices,  laws,  and  ideas.  There  is  a 
difference  between  being  for  virtue  or  being  against  sin.) 

(12)  Five  resolutions  were  introduced  regarding  hand- 
gun control,  four  being  in  favor  of  stricter  handgun  control 
and/or  registration,  and  one  favoring  more  strict  enforce- 
ment of  present  handgun  legislation  and  heavier  penalties 
rather  than  more  gun  control  legislation.  Debate  on  this 
issue  was  long  and  intense  in  Reference  Committee  B and 
appeared  to  be  headed  for  a repeat  performance  on  the 
floor  of  the  House  when  a motion  to  postpone  temporarily 
was  offered  from  the  floor  and  approved  which  in  effect 
tabled  the  entire  matter.  One  of  the  more  colorful 
spokesmen  on  this  issue  was  F.  Michael  Smith,  M.D.,  a 
Louisiana  Pediatrician,  whose  testimony  I thought  you 
might  enjoy  and  was  as  follows: 

“It  is  sad  to  consider  the  effort,  art,  and  genius  that  the 
human  race  has  expended  on  killing  tools,  on  powder  and 
shot,  sword  and  stiletto,  bayonet  and  bludgeon,  crossbow 
and  Centurion  tank,  blowpipe  and  cannon,  spear  and 
lastly  hydrogen  bomb.  There  is,  I suppose,  no  end  to  it. 
Men  seem  to  regard  killing  tools  in  four  ways.  1)  There  are 
those  who  regard  a killing  tool  as  a means  to  acquire  goods 
(gain)  with  ease,  without  ordinary  production  by  which  to 
obtain  these  goods  as  other  men  do,  and  to  satisfy 
passion.  2)  There  are  those  who  regard  them  as  a tool  to 
protect  (themselves)  against  those  unrulely  elements  in  a 
society.  3)  There  are  those  who  regard  killing  tools  for 
their  artistic  intrinsic  value  and  collect  them  with  the 
same  love  and  desire  as  one  who  collects  butterflys, 
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stamps,  or  coins.  4)  Lastly,  there  are  those  who  regard 
them  as  instruments  of  skill  and  seek  to  master  their  use 
in  hunt  or  competitive  sport. 

“But  what  is  the  need  or  lust  behind  these  interests,  the 
ingenuity  and  vitality  in  the  design  and  manufacture  of 
killing  tools?  Is  not  the  lad  David  with  his  sling  shot  and 
a modern  man  with  a Saturday  nite  special,  both  caught 
up  with  the  same  dark  atavism?  Is  killing  then  a passion, 
born  with  man  in  primeval  slime?  Is  it  not  an  expression  of 
the  human  soul  as  much  as  the  more  nobler  attributes  of 
love  and  self-sacrifice?  If  so,  then  no  legislation  will  ever 
solve  the  problem. 

“However,  Gilbert  and  Sullivan  may  have  said  it  all  in 
the  Mikado  when  the  Lord  High  Executioner  said:  ‘Let 
the  punishment  fit  the  crime.’ 

“Two  months  ago  in  New  Orleans  on  a radio  talk  show, 
the  question  of  the  Saturday  nite  special  was  explored  in 
depth.  All  felt  that  failure  of  punishment  was  one  of  the 
most  significant  facts  involved  in  the  problem.  The 
bottom  line  was  a poll  that  revealed  almost  100% 
agreement  that  any  crime  involving  a hand  gun  should 
carry  a mandatory  three-year  prison  term  without  plea 
bargaining  whether  a homicide  was  involved  or  not. 

“Mr.  Chairman:  Logic  and  reason  lies  with  those  who 
suggest  more  enforcement  of  the  laws  we  already  have, 
and  not  with  those  who  would  make  more  laws.” 

(Dr.  Smith  told  me  that  he  would  send  me  a copy  of  his 
testimony  as  soon  as  he  got  it  back  from  a CBS  news 
reporter  who  had  borrowed  and  promised  to  return  his 
copy.  However,  the  reporter  failed  to  return  his  copy  so 
Mike  graciously  rewrote  it  as  it  appears  above  and  sent  it 
on  to  me.) 

(13)  Other  actions  of  the  House  included: 

a.  Approval  of  Amended  Resolution  #30  which  called  on 
the  AMA  to  work  to  eliminate  federal  funding  for 
training  of  further  members  of  mid-level  practitioners 
and  that  the  Board  of  Trustees  develop  a definition  of 
“Mid-level  practitioner”. 

b.  Referred  to  the  Board  of  Trustees  resolutions  which 
would:  1)  attempt  to  validate  the  methods  used  by 
GMENAC  in  projecting  a surplus  of  physicians  during 
the  ’80’s;  2)  investigate  the  qualifications  of  Foreign 
Medical  Graduates  entering  the  U.S.A.  to  practice;  3) 
study  ways  to  increase  the  number  of  licensed  - 
practicing  psychiatrists  in  the  U.S.;  and  4)  study  the 
predicted  and  projected  needs  for  preventive  medicine 
manpower  for  the  future. 

c.  Rejected  Resolution  #130  submitted  by  the  Resident 
Physicians  Section  and  Resolution  #137  from  the 
Student  Business  Section  which  called  on  the  AMA  to 
study  the  effects  of  current  resident  working  hours  and 
study  the  “scope  and  nature  of  sleep  deprivation”  in 
residents  as  they  related  to  “quality  of  patient  care”. 

d.  Approved  amended  Resolution  #38  which  recom- 
mended to  all  hospital  medical  staffs  that  admission 
histories  and  physicals  be  performed  only  by  phy- 
sicians. 

e.  Referred  to  the  Board  of  Trustees  Resolution  #61 
which  called  on  the  AMA  to  study  and  report  at  the 
Interim  1981  Meeting  on  the  operation  of  satellite 
emergency  clinics  subsidized  by  hospitals. 

f.  Referred  to  the  Board  of  Trustees  Report  B of  the 
Council  on  Scientific  Affairs  dealing  with  the  need  for 
physicians  to  be  made  aware  of  the  physical  and 
psychological  needs  of  homosexuals,  “an  underserved 
population”,  and  the  providing  of  physicians  with 
better  knowledge  about  clinics  and  physicians 


willing  to  become  involved  with  other  providers 

to  improve  the  care  of  homosexuals,  (emphasis  added) 

g.  Approved  an  amended  Report  H of  the  Council  on 
Scientific  Affairs  on  electronic  fetal  monitoring  (EFM) 
as  follows: 

(1)  Continuous  EFM  is  clearly  warranted  in  high-risk 
pregnancies.  Examples  of  high-risk  pregnancy  may 
include  (a)  antepartum  risk  indicators;  (b)  presence  of 
meconium  stained  amniotic  fluid;  (c)  intrauterine 
growth  retardation;  (d)  preterm  or  post-term  gestation; 
(e)  use  of  oxytocin  in  labor,  and  (f)  abnormalities  of 
fetal  heart  rate  obtained  by  other  methods. 

(2)  It  is  clear  that  many  intrapartum  events  may 
occur  that  might  change  a low-risk  pregnancy  to  a high- 
risk  one.  Therefore  the  use  of  EFM  in  low-risk 
pregnancies  should  not  be  denied  the  patient  or 
physician  who  might  choose  that  option. 

(3)  If  intermittent  heart  rate  monitoring  by  ausculta- 
tion is  performed  then:  (a)  it  should  be  done  at  least 
every  30  minutes  during  the  first  stage  of  labor;  (b)  it 
should  be  done  at  least  every  15  minutes  during  the 
second  stage;  and  (c)  in  both  situations,  it  should  be 
performed  for  a period  of  30  seconds  after  the  uterine 
contraction. 

h.  Referred  to  the  Board  of  Trustees  Resolution  #140 
which  called  for  the  AMA  to  support  the  introduction 
of  legislation  requiring  the  addition  of  thiamine  to 
alcoholic  beverages  to  prevent  Wernicke’s  Encephalo- 
pathy and  Korsakoff s psychosis. 

i.  Referred  to  the  Board  of  Trustees  five  resolutions 
dealing  with  increasing  the  funds  available  for  loans  to 
medical  students. 

j.  Approved  substitute  Resolution  #102  relating  to 
federal  subsidization  of  HMO’s  as  follows: 

RESOLVED,  that  the  American  Medical  Associa- 
tion continue  to  support  the  elimination  of  govern- 
mental funds  for  new  start-ups  of  HMOs  and  the 
termination  of  governmental  funds  for  other  HMOs 
after  completion  of  the  current  fund-cycle. 

k.  Adopted  Report  N of  the  Council  on  Medical  Service 
which  “reaffirmed  that  the  physician  has  neither  a legal 
nor  moral  responsibility  to  accept  Medicare  assign- 
ments or  third  party  participation  agreements,  and 
recommended  opposition  to  any  state  legislation 
making  physician  licensure  contingent  on  the  provision 
of  service  to  specified  categories  of  patients.” 

(14)  Report  V of  the  Board  of  Trustees  which  called 
for  approval  of  an  additional  seven  specialty  societies  to  be 
represented  in  the  House  of  Delegates  was  referred  back 
to  the  Board  of  Trustees  who  were  requested  to  review 
the  objectives  and  criteria  under  which  specialty  societies 
are  granted  representation  in  the  House  for  possible 
revision  thereof.  The  size  of  the  House  of  Delegates 
appears  to  be  ever  increasing  and  one  possible  solution  to 
this  proliferation  of  delegates  which  further  waters  down 
the  representation  of  state  medical  societies  would  be  to 
offer  a resolution  stating  that  the  size  of  the  House  of 
Delegates  shall  not  exceed  “X”  number  of  delegates.  The 
number  for  X would  be  the  number  of  delegates  qualified 
for  the  1981  Annual  Session.  Thus  if  further  specialty 
society  delegates  were  to  be  seated,  their  seats  would 
come  at  the  expense  of  already  seated  state  delegations 
which  would  in  effect  put  a stop  to  this  never-ending 
increase  in  size  of  the  House  of  Delegates.  Nebraska’s 
delegation  favored  very  strict  guidelines  for  specialty 
society  representation  when  the  seating  of  specialty 
society  representatives  was  first  approved,  but  the  House, 
at  the  urging  of  the  Board  of  Trustees,  failed  to  approve 
such  strict  guidelines  at  that  time  and  a number  of 
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additional  delegates  have  been  approved  by  the  House  at 
each  session  of  the  AMA  until  the  disposition  of  Report  V 
as  reported  above  occurred  at  the  Annual  1981  Session. 
Several  other  state  societies  are  considering  similar 
resolutions  for  the  next  AMA  meeting. 

Once  again,  it  has  been  my  pleasure  to  represent  the 
NMA  at  the  AMA  House  of  Delegates.  Drs.  Coe,  Gogela, 
Roffman,  and  I solicit  your  counsel  and  guidance  on  any 
items  being  considered  by  the  AMA  House  and  welcome 
your  input. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 

Delegate  to  the  AMA 


REPORT  OF  THE  EXECUTIVE  DIRECTOR 

The  interim  between  Annual  and  Fall  Sessions  has  been 
accentuated  with  Congress  making  massive  changes  in 
health  care  programs. 

The  impact  of  this  new  legislation  will  have  both 
immediate  and  future  impact  and  could  possibly  effect  the 
way  medicine  will  be  practiced  in  the  future.  Here  are  a 
few  of  the  major  changes  as  contained  in  the  Omnibus 
Reconciliation  bill. 

Health  Planning 

The  Administration  succeeded  in  initiating  a phase-out 
of  health  planning  through  reduced  funding. 

Raised  the  dollar  thresholds  for  CON  review  — 
extended  the  date  for  states  to  comply  with  CON  law  for 
one  year  beyond  the  current  deadline. 

PSRO 

Required  the  assessment  of  PSRO  performed  and  its 
efficiency  in  monitoring,  quality  of  care,  reducing  utiliza- 
tion, and  efficiency  of  management.  As  you  are  aware, 
Nebraska  did  not  enter  into  this  program. 

Block  Grants 

Substantial  changes  are  in  the  offing  for  Medicaid. 
Under  this  segment  of  the  law  states  are  provided  the 
options  to: 

Establish  a prospective  method  to  determine  hospital  and 
nursing  home  reimbursement. 

Establish  cost  controlling  reimbursement  schedules  for 
physicians  as  alternative  to  prevailing  U & C fee 
“schedules”. 

Allow  states  to  use  options  such  as  HMO-IPA  and 
hospital  contractural  care. 

Permit  states  to  designate  contractural  providers  for 
pharmaceuticals,  laboratory  requirements  and  medical 
equipment  based  on  competitive  bidding. 

Permits  the  Secretary  (HHS)  to  waive  requirements 
pertaining  to  patient  freedom  of  choice  where  such  waiver 
is  not  inconsistent  with  Title  XIX. 

Places  a financial  penalty  against  states  where  Medicaid 
costs  exceed  106  percent  of  the  1981  base  estimate.  The 
penalty  in  1982  will  be  3 percent,  in  1983,  4 percent,  and 
in  1984,  4¥i  percent. 

The  law  essentially  bring  the  distribution  of  funds  for 
Medicaid  to  the  state  and  the  “pie”  will  be  divided  at  this 
level.  This  process  will  have  an  impact  on  medicine  and  all 
others  who  provide  services  under  the  program.  The  what 
and  how  of  the  impact  is  yet  to  be  determined. 

The  leadership  of  the  NMA  is  reviewing  this  new  law 
and  will  closely  monitor  and  act  as  it  relates  to  the 
physician. 


Radiation  Health  and  Safety 

This  portion  of  the  law  mandated  the  Secretary  (HHS) 
to  develop  model  legislation  for  states  making  it  unlawful 
for  non-certified  persons  to  perform  radiologic  pro- 
cedures. Requirements  for  certification  would  be  limited 
to  programs  accredited  by  the  state. 

There  are  many  other  health  issues  in  the  law  and  the 
purpose  of  this  report  is  to  highlight  only  a few  of  the 
major  areas  in  the  Omnibus  Legislation. 

Nebraska  Legislature 

The  1982  Session  of  the  Nebraska  Legislature  will  be 
the  “short  session”  (60  days).  This  will  also  be  an  election 
year  and  Senators  in  the  even  numbered  districts  (24)  will 
be  standing  for  re-election.  Indications  point  to  another 
busy  session  for  medicine. 

China  Trip 

In  May  of  this  year,  a contingent  of  fifteen  Nebraska 
physicians  and  wives  made  a three-week  trip  to  the  Peoples 
Republic  of  China  under  the  auspices  of  People  to  People. 
The  group,  under  the  leadership  of  Russell  Gorthey,  M.D., 
Immediate  Past  President,  visited  a number  of  Chinese 
hospitals,  medical  schools,  both  traditional  (acupuncture) 
and  western  medicine,  including  outpatient  clinics.  Much 
information  and  pictures  were  obtained  by  the  delegation. 
It  is  hoped  a series  of  articles  can  be  published  in  the 
Journal  regarding  the  observations  of  physicians  par- 
ticipating in  this  trip.  I am  sure  the  participants  would  be 
willing  to  consider  making  presentations  before  appro- 
priate groups.  A list  of  these  individuals  is  available  at  the 
Headquarters  Office. 

Membership  and  Distribution  Charts 

Following  this  report  are  series  of  charts  illustrating  the 
1981  distribution  and  percentages  of  various  membership 
categories.  This  data  is  being  presented  for  the  informa- 
tion of  the  House  of  Delegates. 

Respectfully  submitted, 

KENNETH  NEFF 
Executive  Director 


NOTE:  In  the  following  charts,  membership  figures 
shown  for  1981  are  as  of  September  17,  1981. 
Figures  shown  for  1980  are  as  of  December  31, 
1980. 


MEMBERSHIP  BY  COUNTY  — 1980  and  1981 


County 

AMA 

Non- 

Life 

1981 

1980 

AMA 

Total 

Total 

Adams 

41 

11 

7 

59 

58 

Antelope-Pierce 

10 

1 

11 

11 

Boone 

2 

1 

3 

1 

Box  Butte 

10 

1 

11 

12 

Buffalo 

43 

18 

3 

64 

58 

Butler 

4 

4 

4 

Cass 

2 

1 

2 

5 

6 

Cheyenne-Kimball-Deuel 

6 

2 

1 

9 

9 

Cuming 

2 

2 

1 

5 

5 

Custer 

5 

1 

6 

6 

Dawson 

9 

1 

2 

12 

10 

Dodge 

21 

7 

8 

36 

33 

Five  County 

9 

2 

1 

12 

10 

Four  County 

2 

1 

1 

4 

4 

Gage 

11 

2 

5 

18 

21 

Hall 

43 

11 

9 

63 

60 
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Hamilton 

1 

4 

5 

3 

Holt  & Northwest 

9 

5 

14 

13 

Jefferson 

3 

2 

5 

5 

Knox 

2 

2 

1 

5 

5 

Lancaster 

. 186 

65 

32 

283 

287 

Lincoln 

9 

20 

1 

30 

37 

Madison 

19 

5 

6 

30 

34 

Metropolitan  Omaha  . . 

489 

164 

61 

714 

715 

Northwest  Nebr 

8 

4 

1 

13 

13 

Otoe 

5 

2 

3 

10 

10 

Perkins-Chase 

3 

7 

10 

6 

Platte-Loup  Valiev  . . . . 

12 

7 

2 

21 

21 

Saline 

5 

5 

6 

Sarpy  

15 

5 

20 

16 

Saunders  

4 

1 

5 

6 

Scotts  Bluff 

37 

23 

8 

68 

63 

Seward 

8 

1 

9 

8 

South  Central 

3 

3 

2 

8 

7 

Southeast  Nebr 

7 

6 

3 

16 

17 

Southwest  Nebr 

16 

1 

1 

18 

18 

Washington-Burt 

8 

1 

3 

12 

12 

York 

6 

4 

2 

12 

12 

Totals 

. 1071 

393 

171 

1635 

1622 

NUMBER  OF  DELINQUENT 
MEMBERS  BY  COUNTY 


Buffalo 1 

Gage 2 

Hall 1 

Lancaster 4 

Metro  Omaha 17 

Sarpy 2 

Total 27 


MEMBERSHIP  BY  CATEGORY 


1981 

1980 

Active 

1464 

1443 

Life 

171 

179 

House  Officer 

22 

34 

Student  

153 

101 

Total 

1810 

1757 

PHYSICIANS  BY  T.O.P., 
INCLUDING  NON-MEMBERS 


Omaha 

Lincoln 

Greater 

Nebr. 

Total 

Private  Practice 

648 

268 

629 

1545 

Residents 

366 

15 

— 

381 

Medical  School  Faculty 

244 

— 

— 

244 

Retired,  Disabled,  Etc 

27 

22 

71 

120 

Emergency  Department  . . . . 

35 

10 

4 

49 

Veterans  Administration 

16 

16 

14 

46 

Dept.  Public  Inst 

— 

7 

9 

16 

Administration 

6 

3 

— 

9 

Total 

1342 

341 

727 

2410 

PHYSICIANS/RESIDENTS  — 
MEMBERS/NON-MEMBERS,  1981 

Members 


Area 

Active 

% of 

Membership 

Omaha 

714 

43.0% 

Lincoln 

283 

17.1% 

Greater  Nebr 

638 

38.6% 

Residents 

22 

1.3% 

1657 

Non-Members 


Area  Physicians  Residents 

Omaha 255  347 

Lincoln 44  12 

Greater  Nebr 99  — 

398  359 


MEMBERSHIP  DETERMINING  AMA  DELEGATES 

AMA  AMA  House  Students  Total 
Dues  Officers 
Exempt 


1979  999  194  20  77  1290 

1980  1023  190  28  92  1333 

1981  1071  179  19  132  1401 


REPORT  OF  THE  EDITOR, 
NEBRASKA  MEDICAL  JOURNAL 

Volume  LXV  of  the  Nebraska  Medical  Journal  was 
published  in  1980. 

It  contained  72  original  articles,  or  an  average  of  6.0 
articles  in  each  monthly  issue. 

There  were  67  editorials,  or  an  average  of  5.58 
editorials  per  month. 

We  continue  to  publish  WashingtoNotes,  Book  Re- 
views, The  Letter  Box,  Between  Cases,  State  Organiza- 
tions, The  President’s  Page,  Reports  of  Councilors  and 
Delegates  and  Committees,  In  Memoriam,  Down  Memory 
Lane,  The  Picture  Gallery,  Our  Medical  Schools,  National 
Organizations,  Fifty  Year  Reminiscences;  and  a new 
series  reporting  medical  school  department  progress;  in 
addition  to  articles  by  our  Congressmen. 

I have  completed  16  years  with  the  Journal;  this  is  my 
17th  year  as  Editor. 

Advertising  seems  to  be  the  same,  or  a little  bit  better. 

It  was  a fine  year  for  the  Journal;  and  to  all  other 
publications:  hang  in  there. 

Respectfully  submitted, 

FRANK  COLE,  M.D. 

Editor 


REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Since  my  report  to  the  House  of  Delegates  last  spring, 
the  Creighton  School  of  Medicine  has  begun  its  89th 
academic  year  with  a total  enrollment  of  444  students 
including  a freshman  class  of  108.  This  class  was  selected 
from  applications  submitted  by  6,116  candidates. 

Sixty-two  of  this  year’s  freshmen  had  attained  under- 
graduate or  graduate  degrees  at  Creighton  before  ma- 
triculating in  the  School  of  Medicine.  Twenty-five  states 
and  three  foreign  countries  are  represented  in  the 
freshman  class.  Nebraska  and  California  are  represented 
with  17  students  each  and  Wyoming  with  14. 

There  has  been  one  administrative  change  in  the  School 
of  Medicine,  in  the  Department  of  Urology.  Dr.  Gernon 
Longo,  assistant  professor  of  urology,  has  been  appointed 
acting  chairman  of  the  department.  Dr.  Myron  Walzak, 
professor  and  chairman  of  urology  since  1971,  accepted  a 
position  on  the  faculty  of  the  University  of  Connecticut 
School  of  Medicine. 
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Eighty-five  of  the  111  medical  graduates  in  the  Class  of 
1981  were  accepted  into  one  of  their  first  choices  of 
residency  programs  throughout  the  country.  Thirty  are 
continuing  their  training  in  the  Creighton  University 
Hospitals  Program.  Thirty-two  of  the  graduates  are  doing 
postgraduate  work  in  internal  medicine,  23  in  surgery  and 
18  in  family  practice. 

The  School  of  Medicine’s  residency  programs  this 
semester  are  providing  postgraduate  training  for  138 
physicians. 

A program  developed  during  the  summer  months  has 
broadened  the  scope  of  medical  training  provided  in  the 
Creighton  School  of  Medicine  and  will  allow  a number  of 
senior  students  to  take  part  in  a rotation  in  refugee 
medicine  in  Southeast  Asia.  The  program  is  supported  by 
the  National  Catholic  Relief  Services. 

Creighton  has  joined  a consortium  including  George- 
town, St.  Louis  and  the  State  University  of  New  York  at 
Buffalo  medical  schools  in  forming  teams  to  care  for  some 
30,000  refugees  in  the  relocation  camp  at  Nong  Khai, 
Thailand.  Student  participation  is  being  offered  as  a 
senior  elective,  a six-week  family  practice  rotation. 
Creighton  faculty  members  also  serve  with  physicians 
from  the  other  participating  medical  schools,  providing 
student  teaching  as  well  as  patient  care. 

This  experience  will  offer  the  students  an  opportunity 
to  become  aware  of  Third  World  health  problems  and  to 
see  health  care  delivery  in  a culture  without  the  advantage 
of  our  drugs,  facilities  and  technology. 

The  search  committee  formed  to  screen  applications  for 
the  position  of  dean  of  the  Creighton  School  of  Medicine 
is  reviewing  dossiers  for  the  purpose  of  submitting 
nominations  to  be  considered  for  this  appointment. 

I would  like  to  extend  my  thanks  to  the  House  of 
Delegates  for  affording  me  the  opportunity  to  present  to 
the  Nebraska  Medical  Association  this  semi-annual  report 
on  activities  of  the  Creighton  School  of  Medicine. 

Respectfully  submitted, 

JAMES  E.  HOFF,  S.J. 

Acting  Dean 


REPORT  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D..  Neligh,  Chairman;  Richard  D.  Gentry,  M.D  . Blair; 
Joseph  M.  Holthaus.  M.D..  Omaha;  Joseph  C.  Scott,  M.D..  Omaha;  Richard 

L.  Tollefson,  M.D.,  Wausa;  John  D.  Coe,  M.D..  Omaha;  Jon  J.  Hinrichs, 

M. D..  Lincoln;  Edward  M.  Malashock,  M.D.,  Omaha;  Bowen  E.  Taylor, 
M.D.,  Lincoln. 

The  Commission  on  Association  Affairs  met  and 
considered  two  specific  actions  referred  to  it  by  the 
Liaison  Subcommittee  of  the  Commission  on  Association 
Affairs.  The  two  actions  approved  by  the  Liaison 
Subcommittee  are  as  follows: 

1.  The  NMA  consider  an  automatic,  non-dues  paying, 
affiliate  membership  category  for  full-time  medical 
students  at  the  University  of  Nebraska  College  of 
Medicine  and  the  Creighton  University  School  of 
Medicine;  the  Board  of  Directors  empowered  to  select 
which  materials  and  services  are  to  be  provided;  this 
category  of  membership  not  to  affect  the  current  dues 
paying  student  membership  category;  and  that  the 
above  actions  be  referred  to  the  Commission  on 
Association  Affairs  for  implementation. 

2.  The  NMA  consider  an  automatic,  non-dues  paying 
affiliate  membership  category  for  full-time  House 
Officers  affiliated  with  the  University  of  Nebraska 


College  of  Medicine  and  the  Creighton  University 
School  of  Medicine;  the  Board  of  Directors  be 
empowered  to  select  which  material  and  sendees  are  to 
be  provided;  this  category  of  membership  not  to  affect 
the  current  dues  paying  House  Officer  membership 
category;  and  that  the  above  action  be  referred  to  the 
Commission  on  Association  Affairs  for  implementation. 

The  Commission  took  action  approving  each  of  the 
proposals  with  the  stipulation  that  they  be  implemented 
on  a trial  basis  over  a two-year  period.  The  Commission 
did  not  feel  the  project  would  require  Article  and  By-Law 
changes  which  would  be  necessary  if  the  new  membership 
category  were  initiated  on  a permanent  basis  from  the 
start. 

The  Commission  recommends  the  House  of  Delegates 
authorize  initiation  of  this  membership  category  utilizing 
the  criteria  carried  in  Items  1 and  2 above. 


REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Omaha,  Chairman;  Jackson  Bence,  M.D.,  Grand 
Island;  Patrick  E.  Clare,  M.D.,  Lincoln;  Dean  McGee,  M.D.,  Omaha;  William 
Rumbolz,  M.D.,  Omaha;  John  J.  Bancroft,  M.D.,  Kearney;  James  S.  Carson, 
M.D.,  McCook;  Francis  D.  Donahue,  M.D.,  Omaha;  Robert  G.  Osborne, 
M.D.,  Lincoln. 

The  following  summaries  have  been  submitted  by  the 
Ad  Hoc  Committees  that  function  under  the  commission 
on  Clinical  Medicine. 

Ad  Hoc  Committee  on  Athletic  Medicine 

Patrick  E.  Clare,  M.D.,  Lincoln,  Chairman;  Jackson  Bence,  M.D.,  Grand 
Island;  Jack  K.  Lewis,  M.D.,  Omaha;  W.  Michael  Walsh,  M.D.,  Omaha; 
Wayne  Wagner,  A.T.C.,  Omaha;  Stanley  M.  Bach,  M.D.,  Omaha;  S.  I. 
Fuenning,  M.D.,  Lincoln;  Charles  W.  Newman,  M.D.,  Lincoln;  George  F. 
Sullivan,  R.P.T.,  Lincoln. 

The  committee  presented  a Symposium  on  Sports 
Medicine  on  April  24,  1981,  in  Lincoln  under  the 
sponsorship  of  several  organizations  including  the  Ne- 
braska Medical  Association.  This  was  a very  successful 
program  that  attracted  coaches  and  teachers  from  across 
the  State  of  Nebraska.  The  program  covered  a multitude 
of  topics  in  systemic  order  and  it  was  very  well  received. 
The  committee  will  be  meeting  in  September  to  make 
initial  plans  for  the  1982  Annual  Session  as  we  plan  to 
present  a session  on  sports  related  injuries  as  a segment 
of  the  scientific  meeting. 

Ad  Hoc  Committee  on  Psychiatry' 

Robert  Osborne,  M.D.,  Lincoln,  Chairman;  Jon  J.  Hinrichs,  M.D., 
Lincoln;  Bulent  Tunaken,  M.D..  Omaha;  Harry  C.  Henderson,  M.D., 
Omaha;  Wm.  B.  Long,  M.D.,  Omaha. 

We  again  have  an  Ad  Hoc  Committee  on  Psychiatry  and 
it  had  its  first  meeting  on  July  14,  1981. 

It  was  felt  there  was  a need  for  the  Nebraska  Medical 
Association  to  have  a committee  to  study  pending  or  new 
legislation  involving  psychiatric  disorders,  to  study  psy- 
chiatric education  in  the  state  and  in  the  medical  schools, 
and  to  consider  continuing  medical  education  opportuni- 
ties in  psychiatric  disorders  and  treatment  for  the 
physicians  of  Nebraska. 

The  group  has  identified  several  additional  activity 
areas  it  will  consider  in  future  months. 

Scientific  Sessions  Committee 

Robert  M.  Stryker,  M.D.,  Omaha,  Chairman;  Dale  W.  Ebers,  M.D., 
Lincoln;  Richard  A.  Hranac,  M.D.,  Kearney;  Darroll  J.  Loschen,  M.D.,  York; 
Chester  Q.  Thompson.  Jr.,  M.D.,  Omaha;  Richard  A.  Cottingham,  M.D., 
McCook;  Stuart  P.  Embury,  M.D.,  Holdrege;  John  C.  Sage,  M.D.,  Omaha; 
Bernard  F.  Wendt,  M.D.,  Lincoln. 

The  1981  Annual  Session  is  now  history,  and  from  all 
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indications  the  meeting  was  a success.  Seven  organizations 
joined  with  the  Association  in  producing  the  Scientific 
format  of  the  Session.  Those  organizations  were:  The 
Nebraska  Academy  of  Ophthalmology;  the  Nebraska 
Chapter,  American  Academy  of  Pediatrics;  the  Nebraska 
Chapter,  American  College  of  Surgeons;  the  Nebraska 
Pediatric  Society;  the  Nebraska  Perinatal  Organization; 
the  Nebraska  Society  of  Internal  Medicine;  and  the 
Nebraska  Thoracic  Society.  The  Scientific  programs  and 
socio-economic  programs  produced  and  sponsored  by 
these  organizations  contributed  substantially  to  the  scope 
of  programming  available  to  those  who  attended  the 
Session.  Attendance  was  up. 

Plans  for  the  1982  Annual  Session  are  well  underway. 
Next  year’s  Session  will  begin  on  Friday,  April  30  and  run 
through  Monday,  May  3 at  the  new  Marriott  Hotel  in 
Omaha.  The  change  in  scheduling  will  present  more 
flexibility  in  programming  and  hopefully  increase  at- 
tendance even  more. 

The  House  of  Delegates  will  meet  on  Friday,  April  30 
and  hold  its  second  and  third  Sessions  on  Sunday,  May  2. 
The  Annual  Distinguished/Installation  luncheon  will  be 
deleted  and  this  event  will  take  place  as  an  Inaugural 
Banquet  on  Sunday,  May  2,  following  the  third  Session  of 
the  House  of  Delegates. 

Several  additional  organizations  will  join  the  seven 
groups  that  took  part  in  the  1981  Session.  The  additional 
organizations  which  plan  to  produce  segments  of  the  1982 
Session,  thus  far,  are:  the  Nebraska  Chapter,  American 
College  of  Emergency  Physicians;  the  Nebraska  Psy- 
chiatric Society;  the  Nebraska  Association  of  Patholo- 
gists; the  Nebraska  Academy  of  Otolaryngology;  and  the 
Missouri  Valley  Dermatologic  Society.  Several  additional 
organizations  have  expressed  interest  in  discussing  the 
possibility  of  producing  a Scientific  program  during  the 
1982  Annual  Session. 

In  coming  months,  we  will  be  placing  information 
regarding  the  1982  Session  in  the  Association  Newsletter 

and  Nebraska  Medical  Journal. 

As  Chairman  of  the  Committee,  I wish  to  express 
appreciation  to  the  members  of  the  Scientific  Sessions 
Committee  for  their  effort  as  a considerable  amount  of 
time  is  expended  in  developing  an  Annual  Session. 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D  , Omaha,  Chairman;  Donald  T.  Glow,  M.D., 
Omaha;  Donald  E.  Matthews,  M.D.,  Lincoln;  Joseph  M.  Rapoport,  M.D., 
Omaha;  Edward  E.  Gatz,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha, 
Craig  R.  Nolte,  M.D.,  Lincoln;  F.  Thomas  Waring,  M.D.,  Fremont. 

The  Commission  on  Public  Affairs  presents  the 
following  report  to  the  House  of  Delegates  for  its 
consideration. 

(1)  The  Commission  reviewed  the  success  associated 
with  distribution  of  the  1980  “state  of  the  health”  report 
which  covered  multiple  aspects  of  the  medical  care 
provided  Nebraskans,  and  decided  to  develop  a similar 
report  for  distribution  in  December  1981.  The  coverage  in 
Nebraska  newspapers,  by  television  stations  and  radio 
stations  was  good.  The  report  for  1981  is  currently  being 
developed. 

(2)  A series  of  spot  announcements  are  in  the  final  states 
of  development  at  the  time  this  report  is  being  written.  By 
the  date  of  the  Fall  Session,  the  announcement  will  have 
been  recorded  by  Association  President,  Carlyle  E. 
Wilson,  Jr.,  M.D.,  and  distributed  to  Nebraska  radio 
stations. 


(3)  The  Commission  has  continued  to  mail  a packet  of 
health  tips  to  Nebraska’s  203  newspapers,  75  radio 
stations  and  9 television  stations,  each  month.  Statistics 
we  compile  indicate  that  for  1980,  we  averaged  44 
newspapers  per  month,  producing  an  average  of  120 
articles  each  month.  For  the  year,  a total  of  1,442 
clippings  were  received.  We  contact  the  media  each  year 
asking  for  address  verification  and  a response  to  the 
packet  of  materials  distributed.  The  response  remains 
positive  and  the  time  provided  and  space  given  to  it, 
indicate  the  production  effort  and  cost  is  certainly 
justified. 

(4)  The  Commission  directed  Association  Public  Rela- 
tions Counsel,  Carroll  Thompson,  to  carry  out  a project 
which  included  visitations  to  various  media  in  the  state. 
Through  the  personal  visits,  the  Commission  wished  to 
survey  the  opportunities  for  more  extensive  use  of 
medical  news  and  feature  material  in  Nebraska  printed 
media  and  by  the  broadcast  media.  The  Commission 
wished  to  query  program  directors  about  their  preference 
for  material,  potential  time  segments  available,  etc. 
Visitations  were  made  to  media  people  in  Omaha,  Lincoln, 
Alliance,  Hastings,  Grand  Island,  and  North  Platte;  and 
discussions  were  held  with  representatives  from  Auburn, 
Seward,  Wayne  and  Ogallala  news  media.  The  Commis- 
sion has  not  met  to  review  and  analyze  the  specific 
information  which  is  currently  being  compiled,  however, 
several  points  can  be  made  including  the  fact  that  there  is 
a continuous  interest  in  health/medical  news  by  the  media 
and  the  public.  Most  of  the  media  needs  the  material  in 
packaged  form.  When  medical  reporters  are  seeking 
accurate  data  or  information  regarding  trends  in  medical 
care,  there  is  a need  for  additional  sources  of  information. 
The  media  has  expressed  an  interest  in  utilizing  local  or 
area  representatives  as  the  source  of  various  stories.  The 
media  have  individualized  needs  and  requirements 
regarding  length  of  material,  subject  matter,  and  the 
physical  makeup  of  the  material.  The  amount  of  medical 
news  being  reported  to  the  public  varies  greatly  from 
community  to  community.  There  is  the  feeling  that 
developments  in  medical  care  are  occurring  faster  than 
they  are  being  reported  in  a meaningful  way  to  the  public. 
The  Commission  will  consider  the  information  in  detail 
and  respond  to  the  extent  possible. 

(5)  The  Commission  reported  its  series  of  meetings  with 
business  leaders  in  three  Nebraska  communities  in  detail 
in  the  report  submitted  to  the  Hpuse  of  Delegates  at  the 
Annual  Session.  Subsequent  to  that  report,  the  Com- 
mission discussed  the  next  logical  step  it  should  take  in 
this  activity  area.  It  was  decided  a return  visit  should  be 
made  to  out-state  communities  and  that  discussion  should 
take  place  with  representatives  of  the  county  medical 
societies  in  those  areas.  These  two  follow-up  meetings 
were  held,  and  the  information  derived  from  the  initial 
meetings  was  reviewed  with  the  county  society  repre- 
sentatives. The  Commission  will  now  review  the  entire 
project  and  determine  if  additional  meetings  should  be 
scheduled. 

The  Commission  submits  this  report  to  the  House  of 
Delegates  for  its  consideration. 


REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney,  Chairman;  James  Carson,  M.D, 
McCook;  Eugene  Sucha,  M.D.,  West  Point;  Lewiston  W.  Birkman,  M.D., 
Lincoln;  Louis  J.  Gogela,  Jr.,  M.D  , Beatrice;  Craig  Urbauer,  M.D.,  Lincoln; 
Allen  Dvorak,  M.D.,  Omaha;  Morton  H.  Kulesh,  M.D.,  Omaha;  C.  Lee 
Retelsdorf,  M.D.,  Omaha;  Gordon  Adams,  M.D.,  Norfolk;  Donald  Prince, 
M.D.,  Minden;  Thomas  H.  Wallace,  M.D.,  Gordon;  Dale  Ebers,  M.D., 
Lincoln;  Roger  Jacobs,  M.D.,  Seward;  Duane  Krause,  M.D.,  Fremont;  Roger 
D.  Mason,  M.D.,  Omaha. 
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Activities  of  the  Committee  on  Health  Planning  have 
slowed  considerably  over  the  summer  both  because  of 
vacation  times  and  because  of  the  uncertainty  that 
surrounds  health  planning  in  general,  particularly  with 
respect  to  the  budgetary  restraints  imposed  on  federally 
financed  health  planning. 

Repeal  of  PL  93-641  and  PL  96-79  was  not  ac- 
complished and  elimination  of  all  funding  for  health 
planning  did  not  happen.  However,  only  102  million 
dollars  was  authorized  for  FY  1982,  and  65  million  of 
which  is  earmarked  for  HSA’s.  The  appropriations  act 
permits  the  Secretary  of  H.H.S.  to  waive  current 
requirements  applicable  to  HSA’s  for  conducting  “Ap- 
propriateness Review”,  proposed  use  of  federal  funds 
(PUFF),  and  the  collection  and  publication  of  data  on 
hospital  costs.  It  further  permits  the  Governor  of  any  state 
to  request  the  Secretary  to  eliminate  federal  designation 
and  funding  of  HSA’s  within  his  state  by  certifying  that 
the  state  is  willing  and  able  to  meet  the  purposes  of  the 
Health  Planning  Act  without  the  HSA’s.  The  Certificate  of 
Need  (CON)  dollar-thresholds  which  trigger  mandatory 
review  were  increased  from  $150,000  to  $400,000  for 
major  medical  equipment,  from  $75,000  to  $250,000  for  a 
new  institutional  health  service,  and  from  $150,000  to 
$500,000  for  capital  expenditures.  The  deadline  for  states 
to  enact  complying  CON  statutes  was  also  extended  for 
one  year.  (Nebraska  already  has  such  a statute  but  the 
dollar  thresholds  are  in  line  with  the  old  limits  for  major 
medical  equipment,  etc.) 

The  American  Medical  Association  has  issued  the 
following  statement  on  Voluntary  Health  Plannings: 

One  of  the  founding  principles  of  the  American  Medical 
Association  is  “to  promote  . . . the  betterment  of  public 
health.”  The  AMA  is  committed,  through  a voluntary 
system,  to  seek  improvements  in  the  health  care  delivery 
system  that  will  reduce  or  eliminate  barriers  to  the 
provision  of  high  quality  medical  and  health  services.  A 
collaborative  effort,  at  the  community  level,  has  the 
potential  for  improving  the  distribution  and  use  of 
technology,  reducing  maldistribution  and  unnecessary 
duplication  of  facilities,  services  and  personnel,  and 
fostering  development  and  use  of  resources  in  an  orderly 
fashion.  Coordination  of  various  component  in  the 
delivery  system  should  result  in  better  continuity  of  care 
for  the  patient.  It  should  also  result  in  better  utilization  of 
manpower,  facilities  and  other  resources  and  should  help 
lower  the  overall  cost  of  health  care. 

“Planning”  is  simply  defined  as  the  process  of  thinking 
and  developing  an  approach  before  actions  are  taken  — 
not  taking  the  action  itself.  As  a preparatory  activity  for 
those  responsible  for  taking  action,  “health  planning”  is  a 
structure  and  process  for  determining,  at  the  local  level, 
what  health  services  are  wanted  or  needed  and  will  be 
encouraged  in  each  community.  The  purpose  of  com- 
munity health  planning  is  to  improve  the  effectiveness  and 
efficiency  of  the  delivery  system  in  order  that  services 
provided  are  available,  accessible  and  acceptable  to  the 
community.  The  ultimate  goal  is  the  improvement  of  the 
physical  and  mental  health  of  the  people  served. 

Planning  and  providing  appropriate  health  care  services 
and  facilities  at  the  community  level  are  not  new  to  the 
medical  profession.  However,  the  shift  in  responsibility 
from  those  traditionally  involved  in  the  private 
sector  to  a governmentally  designated  public  or 
quasi-public  regulatory  agency  has  distorted  both  the 
function  and  meaning  of  health  planning.  The  regulatory 
approach  to  implementation  of  health  planning  objectives 
has  not  been  generally  acceptable  to  the  public  due  to  the 
coercive  nature  of  such  an  approach.  To  be  effective,  the 
role  and  function  of  a health  planning  body  must  be 


clearly  understood  and  accepted  by  the  community 
served.  The  actions  of  such  a body,  through  a deliberative, 
consensus  building  process,  must  be  satisfactory  to  both 
providers  of  health  care  and  the  recipients  of  such  care. 

An  essential  element  in  the  acceptability  of  the  actions 
of  a community  health  planning  body  is  the  supportive 
participation  of  all  segments  of  the  community.  It  has 
been  clearly  shown  that  where  physicians  and  other 
providers  do  not  become  actively  involved  in  com- 
munity health  planning,  other  groups  have  assumed 
the  leadership  and  attempted  to  determine  the 
configuration  of  the  health  care  delivery  system  in 
ways  which  may  be  disruptive.  It  is  incumbent  upon 
physicians  to  participate  actively  in  a program  of 
voluntary  community  health  planning  in  accord  with 
Article  VII  of  the  AMA  Principles  of  Medical  Ethics  which 
states:  “A  physician  shall  recognize  a responsibility  to 
participate  in  activities  contributing  to  an  improved 
community.” 

The  AMA  Principles  of  Voluntary  Health  Planning  are 
as  follows: 

The  American  Medical  Association  supports  voluntary, 
community  based  health  planning.  Within  this  context, 
the  term  “voluntary”  is  used  to  describe  a formalized 
activity  originating  from  the  expressed  will  of  the  com- 
munity without  statutory  mandates.  The  term  “health  plan- 
ning” is  defined  as  a structured  process  of  determining 
appropriate  community  health  and  medical  needs  and 
priorities  and  assisting  in  the  development  or  allocation  of 
resources  to  meet  those  needs  within  a given  locale  or 
region.  As  such,  “health  planning”  should  be  the  positive 
evolutionary  development  of  community  health  resources 
with  a focus  on  developing,  improving  and  refining 
services  to  the  patient.  The  proper  place  for  cost 
containment  lies  in  increased  attention  to  those  services 
which  increase  the  efficiency  of  health  care  delivery  as 
well  as  those  services  which  emphasize  the  prevention, 
early  intervention,  and  treatment  of  poor  health. 

The  American  Medical  Association  believes  the  fol- 
lowing principles  should  be  considered  in  the  creation  and 
implementation  of  a program  of  voluntary  community 
health  planning: 

1.  Health  planning  should  be  the  primary  function  of  a 
collaborative  group  of  community  organizations  and 
interested  individuals.  While  a variety  of  structural 
modalities  may  be  considered  to  implement  this 
function,  the  most  common  is  the  creation  of  an 
eleemosynary  organization  by  the  community  to  be 
served.  However  structured  and  financed,  this 
“health  planning  organization”  should  be  created 
from  the  mandate  of  the  community  to  address  health 
needs  and  priorities  in  a structured  fashion  and 
should  be  legally  incorporated  to  perform  this 
function. 

2.  The  planning  organization  must  be  representative  of 
the  community  and  have  the  active  support  and 
participation  of  the  community  to  be  served,  in- 
cluding but  not  limited  to  physicians.  The  proper  mix 
of  the  participants  should  be  determined  by  the 
community  served  and  should  be  responsive  to  the 
priorities  of  the  community. 

3.  As  an  entity  representing  the  community-at-large,  the 
planning  organization  should  exhibit  the  following 
characteristics:  thoroughness,  objectivity,  integrity, 
sensitivity  to  the  interests  of  the  community;  under- 
standing of  health  care  delivery  systems  and  financ- 
ing; and  accountability  to  the  community  served. 

4.  The  planning  organization  should  assume  an  active 
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positive  role  in  assessing  community  health  and 
medical  needs  and  should  serve  as  the  community’s 
advocate  in  meeting  those  needs.  The  recommenda- 
tions of  the  organization  should  be  advisory  and  the 
responsibility  for  implementing  those  recommenda- 
tions should  rest  with  the  institutions  and  entities 
most  directly  involved. 

5.  The  organization  should  serve  in  an  informational  and 
educational  role  to  the  community-at-large  on  such 
issues  as  community  health  status,  health  care 
financing,  health  care  costs  and  the  availability  of 
local  health  resources.  Periodic  reports  should  be 
provided  to  the  community  on  these  and  other 
significant  health  care  issues. 

6.  The  size  and  scope  of  the  geographic  area  to  be 
served  is  best  determined  by  the  community  resi- 
dents based  on  analysis  of  such  factors  as  population 
density,  service  area  of  health  care  institutions  and 
practitioners,  geographic  and  transportation  consid- 
erations and  should  not  be  arbitrarily  defined  by 
existing  political  boundaries.  Regional  considerations 
involving  two  or  more  such  local  planning  areas  may 
best  be  coordinated  through  a consortium  of  the  local 
planning  organizations  as  appropriate. 

7.  The  planning  organization  should  function  under  a 
constitution  and  bylaws  which,  at  a minimum,  set 
forth:  (a)  the  major  objectives  of  the  organization;  (b) 
a locally  accepted  process  for  the  election,  selection 
and/or  appointment  of  members  to  the  governing 
body;  (c)  a mechanism  to  preserve  accountability  to 
the  community-at-large  for  the  recommendations  and 
actions  of  the  organization,  recognizing  the  accepted 
principles  of  confidentiality;  and  (d)  a mechanism  for 
ongoing  evaluation  of  all  aspects  of  the  organization's 
services  to  the  community. 

8.  Decisions  regarding  the  employment  of  professional 
consultants  and/or  staff  are  properly  those  of  the 
governing  body  of  the  local  organization  based  on  the 
scope  of  its  activities  and  financial  viability. 

9.  There  should  be  a substantial  commitment  from  the 
community-at-large  to  supporting  and  financing  the 
operation  of  the  planning  organization.  This  com- 
mitment may  be  expressed  through  donations  of 
public  funds,  private  funds  and  general  solicitation. 
Donations  of  time  and  expertise  may  be  quite 
substantive  and  should  be  recognized  equivalently  as 
community  contributions. 

10.  Government  may  provide  supplemental  funding  in 
support  of  local  health  planning  activities  directed 
toward  meeting  locally  determined  goals  and  objec- 
tives. Such  supplemental  financial  assistance  from 
government  sources  should  not  diminish  or  replace 
the  financial  or  other  substantive  support  of  the 
community.  Such  supplemental  funding  should  not  be 
accepted  without  careful  consideration  of  the  obliga- 
tions which  may  accompany  it  and  a commitment  to 
achieve  sufficiency  as  early  as  possible. 

11.  The  planning  organization  should  encourage  and 
promote  the  development  of  positive  incentives  to 
attain  the  objectives  identified  by  the  community  and 
should  not  have  regulatory  authority  or  responsibili- 
ties. 

12.  The  protection  of  the  public  welfare  is  properly  a 
concern  of  government  and  activities  to  protect  the 
public  may  be  implemented  in  a variety  of  ways. 
However,  local  voluntary  health  planning  is  a creative 
process,  and  therefore  should  not  include  the  use  of 
regulatory  sanctions. 

13.  Exemption  from  the  antitrust  laws  should  be  sought 
for  actions  taken  to  implement  recommendations  of 


the  planning  organization,  in  furtherance  of  the 
objectives  identified  and  approved  by  the  community 
through  the  planning  process. 

The  members  of  the  Committee  on  Health  Planning 
have  been  circularized  and  are  now  pondering  the  future 
role  of  the  NMA  and  its  Committee  in  this  activity.  It  has 
been  stated  by  some  members  of  the  NMA  that  the 
Association  should  write  its  own  health  plan.  This 
approach,  while  having  some  appeal  at  first  glance,  is  not 
as  simple  or  as  inexpensive  as  it  may  sound.  I think  it  is 
fair  to  say  that  no  member  or  group  of  members  of  the 
NMA  Committee  has  volunteered  to  undertake  such  a 
task.  Those  of  us  who  have  spent  innumerable  hours 
reviewing  and  critiquing  the  Nebraska  Health  Project, 
HSP’s,  and  SHP’s  realize  that  this  would  require  the 
hiring  of  a full-time  health  planner  for  the  NMA  staff  and 
constant  review,  rewrite,  and  editing  of  his  efforts  by 
committees  of  the  NMA.  Your  Chairman,  who  also  has 
been  the  Chairman  of  the  Systems  Planning  Committee  of 
the  State  Health  Coordinating  Council  (SHCC)  during  the 
development  of  HSP’s  I,  II,  and  IE  and  currently  HSP  IV, 
has  recommended  that  the  NMA  continue  to  develop  its 
position  paper  on  health  planning  and  use  this  document 
as  the  basis  for  the  NMA’s  participation  in  any  and  all 
voluntary  and/or  federal  health  planning  efforts.  This 
recommendation  needs  the  approval  or  disapproval  of  the 
House  of  Delegates  at  this  session. 

Requests  have  been  made  to  certain  NMA  physicians 
for  additional  sections  for  the  NMA  position  paper,  but  no 
responses  have  been  received  to  date  so  no  new  sections 
are  ready  for  review  at  this  session  of  the  House  of 
Delegates. 

The  data  has  been  collected  and  the  reports  are  being 
reviewed  for  the  update  on  the  NMA’s  Physician  Referral 
Pattern  Study  which  was  approved  at  a previous  session 
of  the  House.  This  study  should  be  completed  and  ready 
for  use  before  the  end  of  this  year.  This  study  shows  some 
significant  changes  in  referral  patterns  for  a number  of 
specialized  services  particularly  in  the  Greater  Nebraska 
areas  of  the  state.  Joe  Williams  & Co.  has  also  developed 
two  sets  of  colored  maps,  the  first  showing  the  source  of 
patients  for  each  of  Nebraska’s  General  Hospitals  and  the 
second  showing  the  hospitals  used  by  the  residents  of 
each  Nebraska  County  (providing  they  were  hospitalized 
in  a Nebraska  hospital).  These  studies  are  available  at  a 
cost  of  $1,300.00  and  will  be  most  helpful  in  future 
planning  activities  if  their  purchase  can  be  accomplished. 

HSP  IV,  the  next  generation  Nebraska  State  Health 
Plan,  is  currently  being  developed  but  the  completion, 
public  hearing,  and  final  approval  dates  have  all  been 
revised  reflecting  an  extension  of  six  months  for  this 
planning  cycle.  Release  of  this  document  for  public  review 
is  currently  slated  for  mid  1982. 

A meeting  of  the  Committee  on  Health  Planning  is 
under  consideration  for  Friday,  October  2nd,  during  the 
current  session  of  the  House  and  any  further  develop- 
ments will  be  reported  as  appropriate. 


REPORT  OF  THE  STUDY  COMMITTEE  ON 
COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Omaha,  Chairman;  Russell  E.  Beran, 
M.D.,  Omaha;  Stanley  L.  Davis,  M.D.,  Omaha;  H.  Jeoffrey  Deeths,  M.D., 
Omaha;  Stephen  R.  Grenier,  M.D.,  Lincoln;  William  T.  Griffin,  M.D., 
Lincoln;  F.  William  Karrer,  M.D.,  Omaha;  Theo.  J.  Lemke,  Jr.,  M.D., 
Columbus;  Robert  E.  Lovgren,  M.D.,  Omaha;  Russell  Mclntire,  M.D., 
Hastings. 

I.  Since  this  committee  was  organized,  one  meeting  on 
cost  awareness  was  held  on  August  18th,  1981. 
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II.  The  Study  Committee  reviewed  much  material 
supplied  by  the  Nebraska  Medical  Association,  the  AMA 
and  other  agencies  relating  to  the  cost  of  health  care  in  the 
State  of  Nebraska  and  in  the  country.  To  better 
coordinate  the  education  of  physicians  and  the  public  in 
controlling  costs,  and  cost  awareness  of  health  care,  the 
following  suggested  meetings  of  the  committee  with  other 
interested  parties  were  suggested: 

1.  The  Nebraska  Hospital  Association. 

2.  Members  of  business  and  industry  who  are  interested 
in  the  cost  of  medical  care. 

3.  Labor  Unions. 

4.  The  Medical  Insurance  Industry  including  Blue  Cross 
and  Blue  Shield. 

III.  At  the  onset  of  the  study  the  following  points  were 
apparent: 

1.  The  problem  is  very  complex  with  many  factors 
contributing  to  the  causes  of  the  rising  costs  of  health 
care. 

2.  Physicians  fees  have  remained  below  the  average 
consumer  price  index  for  a considerable  period  of 
time. 

3.  The  actual  marked  increase  in  health  care  costs  are 
largely  related  to  health  care  in  hospitals,  the 
necessity  of  separating  physicians  fees  (medical  care) 
from  (hospital  care)  in  the  eyes  of  the  public  and  many 
bureaucrats. 

IV.  There  are  many  issues  which  need  to  be  studied  in 
relationship  to  awareness  of  the  cost  of  health  care.  These 
are  the  following: 

a.  Inflation  has  driven  the  cost  of  supplies  and  equip- 
ment considerably  higher. 

b.  The  labor  costs.  Changing  population.  The  elderly. 

c.  The  high  interest  rate  for  buildings  and  equipment 
which  are  necessary  for  high  quality  of  medical  care. 

d.  The  problem  of  the  increased  utilization  of  hospitali- 
zation of  patients  and  the  high  cost  of  such  as 
compared  to  office  or  ambulatory  care. 

e.  Changing  populations  — the  elderly  are  a larger 
segment  of  our  population  and  therefore  generate 
higher  costs. 

f.  High  technology  costs. 

V.  The  committee  was  unanimous  in  its  decision  that 
the  study  and  the  education  of  individuals  concerning  the 
cost  of  health  care  and  cost  awareness  should  begin  with 
physicians.  Education  should  be  done  in  numerous  ways 
such  as  the  following: 

a.  News  letters  to  the  practicing  physicians  in  the  State 
of  Nebraska  from  the  committee. 

b.  Panel  discussions  at  the  Annual  Session  of  the  NMA. 

c.  Programs  at  County  Medical  Societies  on  cost 
awareness. 

d.  Enlist  the  aid  of  the  members  of  the  House  of 
Delegates  in  an  educational  program  for  all  members 
of  the  NMA. 

VI.  The  committee  asks  for  input  from  the  Officers, 
Board  of  Directors  and  Members  of  the  House  of 
Delegates. 

VII.  The  committee  intends  to  be  active  in  addressing 
the  goals  and  the  objectives  of  the  committee  so  that  cost 
awareness  and  eventually  cost  containment  can  become 
very  active  on  a voluntary  basis. 


VIII.  The  committee  has  reviewed  the  paper  presented 
at  the  previous  meeting  of  the  Nebraska  Medical 
Association  on  “Medical  Care:  Costs,  Challenges,  and 
Solutions”.  This  has  been  distributed  through  the 
Journal  of  the  Nebraska  Medical  Association  to  all 
members  of  the  Nebraska  Medical  Association.  The 
committee  emphasizes  the  conclusions  of  this  report  and 
attaches  such  an  addendum  to  this  report. 


ADDENDUM: 

Medical  Care:  Costs,  Challenges  and  Solutions 
CONCLUSION: 

Any  proposal  designed  to  alter  the  relationship  between 
parties,  third-party  payers,  and  physicians  must  have 
clear-cut  objectives,  be  carefully  examined  for  potential 
unintended  consequences,  assure  that  the  reasonable 
medical  needs  of  patients  and  the  country  are  assured  for 
the  foreseeable  future,  and  address,  to  a certain  degree, 
most  of  the  issues  raised  above.  For  this  reason,  the 
following  concepts  are  presented  as  a package  which 
should  be  implemented  in  order  to  increase  the  possibility 
of  success. 

1.  Adjust  the  income  tax  policy  so  that  expenditures  for 
medical  and  health  care  (whether  provided  by  the 
employer  or  the  patient)  are  treated  uniformly. 

2.  Pay  charges,  not  costs,  subject  to  some  reasonable 
and  appropriately  flexible  screen. 

3.  Require  provisions  for  deductibles  and  co-insurance 
for  all  qualified  health  insurance  programs. 

4.  Allow  employees  to  financially  benefit  from  savings 
accrued  because  of  lower  utilization. 

5.  Arrange  financing  mechanisms  so  that  they  do  not 
inappropriately  discriminate  between  care  provided 
in  physicians’  offices  and  that  provided  in  various 
types  of  hospitals. 

6.  Provide  selective  immunity  for  antitrust  challenges  to 
local  voluntary  peer  review  and  utilization  review 
committees  in  order  that  they  may  be  responsive  to 
legitimate  queries  raised  by  patients  and  others. 

7.  Encourage  healthier  lifestyles  through  such  avenues 
as  tax-free  premium  rebates  to  patients  who  do  not 
smoke,  watch  their  weight,  etc. 

8.  For  purposes  of  reimbursement,  separate  medical 
from  other  social,  political,  and  economic  goals  so  that 
the  latter  can  be  funded  through  other  mechanisms 
and  not  directly  through  the  use  of  patient  care 
revenues. 

It  is  hoped  that  the  issues  and  solutions  suggested  will 
become  the  basis  for  discussion  and  thoughtful  considera- 
tion as  we  are  forced  to  deal  with  problems  and  proposed 
solutions  in  the  future.  Almost  none  of  these  ideas  are 
original.  However,  it  is  hoped  that  by  compiling  and 
coordinating  them  in  this  fashion,  others  may  evaluate  the 
appropriate  priority  which  each  deserves  and  determine 
whether  or  not  several  or  all  of  the  recommendations  will 
lead  to  the  desired  outcome. 

REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Omaha,  Chairman;  Christopher  C.  Caudill, 
M.D.,  Lincoln;  Monroe  D.  Dowling.  M.D.,  Lincoln;  John  F.  Fitzgibbons, 
M.D.,  Omaha;  Darroll  J.  Loschen,  M.D.,  York;  Robert  Sidner,  M.D., 
Kearney;  Todd  Sorensen,  M.D.,  Scottsbluff;  Wesley  G.  Wilhelm,  M.D., 
Omaha;  Eugene  M.  Zweiback,  M.D.,  Omaha;  Ex-Officio:  Herbert  E.  Reese, 
M.D.,  Lincoln. 

The  Commission  on  Governmental  Affairs  held  no 
meetings  during  the  summer  of  1981.  This  was  primarily 
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because  of  the  nature  of  the  activities  of  Congress  during 
that  time.  Your  chairman  has  been  following  these  actions 
and  feels  that  it  is  important  that  the  House  of  Delegates 
be  made  aware  of  the  following  informational  items. 

On  December  5,  1980,  President  Carter  signed  into  law 
the  Omnibus  Reconciliation  Act  of  1980,  PL96-499. 
Included  in  this  law  are  58  Medicare-Medicaid  related 
provisions.  The  following  are  of  specific  interest  to 
Nebraska  physicians  although  many  have  not  been 
implemented  as  of  yet  because  the  Department  of  Health 
and  Human  Services  has  yet  to  issue  enabling  regulations. 

Teaching  hospitals:  Old  Section  227  to  which  many 
medical  schools  objected,  was  repealed.  New  provisions 
were  enacted  so  that  physician’s  services  in  teaching 
hospitals  can  be  paid  on  either  a reasonable  cost  or 
reasonable  charge  basis. 

Clinical  laboratories:  The  payment  of  laboratory 
services  provided  in  a physician’s  office  will  be  subject  to 
limitations  and  the  physician  will  be  required  to  indicate 
the  name  of  the  laboratory  performing  the  procedure  in 
order  to  obtain  “reasonable”  reimbursement. 

Pre-admission  diagnostic  testing:  Certain  diag- 
nostic tests  performed  on  an  out-patient  basis  within 
seven  days  prior  to  admission  to  a hospital  will  be 
reimbursed.  However,  due  to  severe  logistical  problems, 
there  have  been  no  regulations  written  at  this  time. 

Rural  hospitals:  The  Secretary  would  be  authorized 
to  apply  Medicare  standards  to  rural  hospitals  in  a 
flexible  manner. 

Subcontractors:  The  Secretary  and  Comptroller 
General  will  be  authorized  to  have  access  to  the  books  and 
records  of  “subcontractors”  to  hospitals  where  the  value 
of  services  or  costs  over  a 12-month  period  is  $10,000.00 
or  more.  This  may  have  a significant  impact  on 
laboratories,  pathologists,  cardiologists,  neonatologists, 
pulmonologists,  etc. 

Congress  passed  the  Economic  Recovery  Tax  Act  of 
1981  on  August  4,  1981.  Changes  primarily  affecting 
individual  taxpayers  include: 

1.  Individual  tax  reductions  over  33  months  will  be 
followed  by  a system  of  indexing  tax  brackets, 
eliminating  the  effects  of  inflation. 

2.  Reduction  of  the  top  individual  tax  rate  from  70%  to 
50%  on  investment  income. 

3.  Liberalization  of  limitations  and  procedures  for  certain 
IRAs  and  HR-10  plans. 

Incentives  for  savings. 

Significant  changes  in  the  estate  and  gift  taxes  including 
increased  exemptions  in  annual  gift  tax  exclusion  levels, 
unlimited  marital  deduction,  more  liberal  valuation  rules 
for  farms  and  small  business  interests. 

Business  tax  cuts  affecting  physicians  include: 

1.  A new  capital  cost  recovery  system  accelerating  the 
recovery  of  investment  in  productive  assets. 

2.  Multiple  incentives  benefiting  small  businesses. 

In  early  August,  the  House-Senate  Conference  Com- 
mittee reached  final  agreement  on  the  health  provisions  in 
the  Omnibus  Budget  Reconiciliation  Act  of  1981.  Those 
of  most  specific  interest  to  Nebraska  physicians  are: 

Medicare  Part  A:  Reduce  the  8’/2%  nursing  dif- 
ferential for  Medicare  patients  to  5%. 

Reduce  reimbursement  for  routine  hospital  costs  from 
112%  of  the  mean  of  each  class  to  108%. 

Medicare  Part  B:  Increase  Medicare  Part  B de- 
ductiblees  from  $60.00  to  $75.00.  Permit  the  Secretary  to 


impose  civil  monetary  penalties  up  to  $2,000.00  for 
fraudulent  claims. 

Permit  Medicare  payments  to  promote  closure  or 
conversion  of  excess  hospital  beds. 

Establish  reasonable  charge  limitations  for  hospital 
outpatient  services,  reasonably  related  to  the  reasonable 
charges  for  similar  services  provided  in  a physician’s 
office. 

Medicaid:  Establish  a target  rate  of  expenditures  for 
FY82  at  109%  of  FY81. 

Allow  states  to  reimburse  hospitals  at  less  than  the 
Medicare  rate. 

Prohibit  federal  matching  for  costs  of  tests  furnished  in 
hospitals  not  specifically  ordered  by  physicians. 

Established  block  grants  for  such  things  as  preventive 
health  and  health  services;  alcohol,  drug  abuse,  and 
mental  health;  primary  health  care  centers,  and  maternal 
and  child  health.  Also  provided  for  categorical  grants  in 
family  planning,  child  immunization,  migrant  health,  and 
adolescent  chastity  and  pregnancy. 

The  Secretary  will  be  mandated  to  assess  the  per- 
formance of  each  PSRO  in  three  categories;  effectiveness 
in  monitoring  quality,  reducing  unnecessarily  utilization, 
and  program  management. 

Health  planning  funding  will  be  cut  to  65  million  dollars 
during  FY82. 

I have  polled  the  members  of  the  Commission  by 
telephone  and  they  are  in  agreement  regarding  the 
informational  nature  of  this  report. 


Board  of  Councilors 

The  Fall  Session  meeting  of  the  Board  of  Councilors 
was  held  at  the  Hilton  Hotel,  Lincoln,  Nebraska,  on 
October  1,  1981.  The  following  members  were  present: 
Drs.  Myron  E.  Samuelson,  Richard  M.  Pitsch,  Thomas  H. 
Wallace,  Warren  G.  Bosley,  R.  E.  Donaldson,  R.  G. 
Heasty,  Carlyle  E.  Wilson,  Jr.,  Allan  C.  Landers  and 
Russell  L.  Gorthey. 

The  meeting  was  called  to  order  by  Doctor  Landers, 
Chairman  pro-tem. 

Doctor  Landers  called  for  the  election  of  the  Chairman 
of  the  Board.  Doctor  Wilson  stated  that  he  had  received  a 
telephone  call  from  Doctor  Chadek  indicating  that  he 
would  be  unable  to  attend  the  meeting.  Doctor  Chadek 
asked  that  the  name  of  Doctor  Truhlsen  be  placed  in 
nomination  for  Chairman  of  the  Board.  This  was 
seconded,  and  the  Board  cast  as  unanimous  vote  for 
Doctor  Truhlsen  as  Chairman. 

Doctor  Landers  called  for  the  election  of  the  Secretary 
of  the  Board.  Doctor  Samuelson  was  nominated.  This  was 
seconded  and  the  Board  approved  the  election  of  Doctor 
Samuelson  as  Secretary  of  the  Board. 

The  minutes  of  the  Annual  Session  meeting  of  the 
Board  of  Councilors,  as  printed  in  the  July  issue  of  the 
Nebraska  Medical  Journal,  were  approved. 

In  reviewing  the  Handbook,  Doctor  Landers  called 
attention  to  Item  12  in  the  Report  of  the  Board  of 
Directors  concerning  the  rotation  of  the  office  of 
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President-Elect.  Doctor  Landers  indicated  it  was  the 
intent  of  the  Board  of  Directors  that  initiation  of  this 
would  not  occur  until  1986. 

The  Board  reviewed  the  requests  for  Life  Membership. 
They  recommended  that  these  be  referred  on  to  the 
Reference  Committee  and  that  the  Committee  clarify  the 
question  of  eligibility  of  one  request. 

Following  the  review  of  cases,  the  meeting  was 
adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  Fall  Meeting  of  the  House  of 
Delegates  was  held  at  the  Lincoln  Hilton,  Lincoln, 
Nebraska,  on  October  2,  1981. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
McFadden.  Roll  call  showed  73  delegates  present  and  the 
meeting  was  declared  in  session. 

Dr.  McFadden  called  for  approval  of  the  Annual 
Session  minutes  of  the  House  of  Delegates,  as  printed  in 
the  July  issue  of  the  Nebraska  Medical  Journal,  and  these 
were  approved  as  printed. 

Dr.  Wilson  gave  a report  to  the  House  on  the  AMPAC 
Conference  which  was  held  in  Washington,  D.C.,  and  the 
meetings  the  Nebraska  physicians  had  with  our  Con- 
gressional Delegation. 

An  award  was  presented  to  Dr.  Frank  Cole,  Editor  of 
the  Nebraska  Medical  Journal,  for  his  many  years  of 
service  as  Editor.  This  award  was  presented  by  Dr.  Wilson 
and  Dr.  Gorthey. 

An  oral  report  was  given  to  the  House  by  Dr.  Connell, 
Dean  of  the  University  of  Nebraska  Medical  Center. 

Dr.  McFadden  read  the  members  assigned  to  the 
Reference  Committees  and  made  the  following  committee 
assignments: 

Reference  Committee  #1 

Board  of  Directors  - Items  1,  2,  3,  and  4 
Study  Committee  on  Cost  Awareness 
Resolution  #4  — Dr.  Cornelius  — Insight  into 
Important  Factors  Involved  in  Increasing  Cost  of 
Medical  Care 

Report  of  the  Editor,  Nebraska  Medical  Journal 

Reference  Committee  #2 

Board  of  Directors  — Items  11  and  12 
Resolution  #1  — Metro  Omaha  — Physician-Patient 
Relationships 

Resolution  #2  — Metro  Omaha  — Definition  of 
National  Medical  Specialty  Society 
Resolution  #8  — Dr.  Bosley  — Hospital  Based  Medical 
Care 

Reference  Committee  #3 

Delegate  to  the  AMA 
Commission  on  Clinical  Medicine 
Committee  on  Health  Planning 
Board  of  Directors  — Items  6 and  7 

Reference  Committee  #4 

Executive  Director 
Commission  on  Association  Affairs 
Board  of  Directors  — Items  8,  9,  10,  and  13 
Resolution  #7  — Dr.  Bosley  — Medical  Consultant  to 
School  Districts 


Reference  Committee  #5 

Creighton  University  School  of  Medicine 
Board  of  Directors  — Item  5 

Resolution  #5  — Seward  Co.  — Makeup  of  Admissions 
Board,  Nebraska  Medical  School 
Resolution  #6  — Seward  Co.  — Makeup  of  Admissions 
Board,  Nebraska  Medical  School 

Reference  Committee  #6 

Fifty-Year  Practitioner 
Life  Membership  Requests 
Commission  on  Public  Affairs 

Resolution  #3  — Metro  Omaha  — Delegate/Altemate 
Guidelines 

Minutes,  Board  of  Councilors 

There  being  no  further  business,  the  House  was 
recessed  until  8:00  a.m.,  Saturday,  October  3,  1981. 

SECOND  SESSION 

The  second  session  of  the  Fall  Meeting  of  the  House  of 
Delegates  was  held  on  Saturday,  October  3,  1981. 

The  meeting  was  called  to  order  by  the  Vice  Speaker, 
Dr.  Armstrong.  Roll  call  showed  72  delegates  present  and 
the  meeting  was  declared  in  session. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved  as  printed. 

Dr.  Schenken  called  attention  to  the  report  of  the 
Commission  on  Governmental  Affairs,  which  had  been 
handed  out  to  the  delegates.  This  report  was  accepted  for 
information.  Dr.  Wilson  said  that  all  delegates  and 
alternates  should  receive  a copy  of  this  report,  and  this 
was  approved  by  the  House. 

The  following  reports  were  presented  by  the  Reference 
Committees: 

Reference  Committee  #1 

Reference  Committee  #1  considered  three  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEMS  #1  THROUGH  #4 

Item  #1  pertained  to  finances,  Item  #2  pertained  to 
NMA  coverage  by  Blue  Cross-Blue  Shield.  Mr.  Ken  Neff 
added  some  additional  clarification  to  point  out  that  some 
eleven  hundred  physicians  were  covered  under  this  Blue 
Cross-Blue  Shield  plan,  and  if  those  physicians’  em- 
ployees were  additionally  considered,  the  number  covered 
would  approximate  4,000  persons.  Items  #3  and  #4  had 
no  testimony. 

Recommendation: 

Your  Reference  Committee  recommends  acceptance  of 
Items  #1  through  #4  of  the  Board  of  Directors  Report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OLTR  REPORT.  This  was  approved  by  the 
House. 

(2)  RESOLUTION  #4  — C.  J.  CORNELIUS,  JR.,  M.D., 
DELEGATE  - INSIGHT  INTO  IMPORTANT 
FACTORS  INVOLVED  IN  INCREASING  COST  OF 
MEDICAL  CARE 

Resolution  #4  related  to  factors  involved  in  increasing 
cost  of  medical  care  and  read  as  follows: 

WHEREAS,  the  medical  profession  has  received 
considerable  criticism  from  diverse  sources  for  its  role 
in  the  increasing  cost  of  medical  care,  and 

WHEREAS,  the  factors  involved  in  this  increasing 
cost  are  confusing  and  complex,  and 
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WHEREAS,  George  Ross  Fisher,  M.D.  has  provided 
an  enlightening  and  concise  assessment  of  many  of 
these  factors  in  his  book  entitled,  “The  Hospital  That 
Ate  Chicago”;  therefore  be  it 

RESOLVED,  that  a copy  of  this  book  be  provided  to 
each  member  of  the  Board  of  Trustees  of  the  NMA  and 
to  the  Chairman  of  the  Cost  Containment  Committee, 
and  be  it  further 

RESOLVED,  that  the  Executive  Director  inform  all 
members  of  the  NMA  of  this  important  work  and 
facilitate  the  purchase  of  copies  by  NMA  members  to 
the  greatest  extent  possible. 

The  sponsor  of  this  resolution,  Dr.  Cornelius,  provided 
the  additional  information  that  the  book  contained  in  his 
resolution  could  be  acquired  from  the  publisher  “Holt, 
Rinehart  & Winston”,  P.0.  Box  96567,  Chicago,  Illinois 
60693,  at  a cost  of  $10.95. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
RESOLUTION  WITH  THE  NAME  AND  ADDRESS  OF 
THE  BOOK  PUBLISHER  AS  AN  ADDITION  TO  THE 
LAST  RESOLVE. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  STUDY  COMMITTEE  ON 

COST  AWARENESS 

There  were  a number  of  concerned  participants 
involved  in  discussion  of  the  subject  material  for  the 
Study  Committee.  Dr.  McWhorter,  who  is  the  Committee 
Chairman,  was  present  for  expansion  and  clarification  of 
the  items  listed.  Several  speakers  described  local  pro- 
grams directed  toward  acquainting  doctors  with  costs  'of 
laboratory  and  diagnostic  procedures  in  their  own 
hospitals.  There  was  a discussion  also  on  various 
programs  designed  to  delineate  cost  effectiveness.  One 
discussant  described  a monetary  CPC  that  was  conducted 
monthly  in  a Colorado  hospital.  Dr.  Hiram  Walker 
described  his  hospital  as  mailing  descriptions  of  two 
typical  patients  by  diagnosis  with  a listing  of  their  in- 
hospital  charges.  This  is  sent  to  their  hospital  staff  on  a 
monthly  basis.  There  was  comment  and  discussion  about 
the  cost  effectiveness  of  increasing  technology,  and  there 
was  comment  also  regarding  the  fact  that  third-party 
payors  (in  the  form  of  the  federal  government)  frequently 
adversely  affect  cost  containment  as  they  dictate  and 
prescribe  how  and  by  whom  certain  modalities  of  care  and 
treatment  will  be  carried  out  in  order  to  be  reimbursed. 
To  comply,  additional  personnel  with  more  highly  skilled 
credientials  are  employed.  Various  discussants  frequently 
alluded  to  the  close  tie  between  cost  awareness  and  health 
planning.  Dr.  McWhorter  pointed  out  that  if  the  House  of 
Delegates  passes  favorably  on  this  report,  he  would 
remind  them  that  there  is  then  implied  a significant 
commitment  by  our  doctor  membership.  It  was  the 
general  consensus  that,  hopefully,  some  specific  recom- 
mendations might  come  from  this  committee  by  the  time 
of  the  next  Annual  Session  of  the  House  of  Delegates.  It 
was  felt  that  at  least  one  additional  physician  might  be 
added  to  the  committee  structure  to  represent  the  smaller 
community  hospital  of  forty  beds  or  less. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT,  WITH  THE  SUGGES- 
TION THAT  AN  ADDITIONAL  PHYSICIAN  BE  ADDED 
TO  THE  COMMITTEE  STRUCTURE  AS  RECOM- 
MENDED. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 


(4)  REPORT  OF  THE  EDITOR  OF  THE  NEBRASKA 
MEDICAL  JOURNAL 

In  the  Reference  Committee,  Dr.  Cole  was  once  again 
congratulated  on  a job  well  done  over  these  preceding 
seventeen  years. 

Recommendation: 

Your  Reference  Committee  recommends  the  accep- 
tance of  the  Report  of  the  Editor  of  the  Nebraska  Medical 
Journal. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Charles  M.  Bressman,  M.D.,  Omaha  - 
Chairman 

Hiram  Walker,  M.D.,  Kearney 
James  G.  Carlson,  M.D.,  Verdigre 


Reference  Committee  #2 

Reference  Committee  #2  considered  one  report  and 
three  resolutions.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #11,  FUTURE  PROVISION  OF  MEDICAL 
CARE 

The  committee  heard  testimony  regarding  proposed 
federal  legislation  dealing  with  “competition”  and  the 
implications  of  this  legislation  for  physicians.  The 
committee  recommends  acceptance  of  this  item,  and 
encourages  members  of  the  House  to  monitor  closely 
legislative  efforts  in  the  Congress  regarding  these  bills 
and  urges  the  Board  of  Directors  to  continue  to  inform  the 
House  of  Delegates  and  the  membership  of  the  Nebraska 
Medical  Association  about  this  legislation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OLIR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #12,  ROTATION  OF  PRESIDENT-ELECT 

The  Reference  Committee  heard  considerable  dis- 
cussion regarding  the  matter  of  rotation  of  the  President- 
Elect. 

Recommendation: 

The  committee  recommends  that  this  item  be  post- 
poned until  the  next  meeting  of  the  House  of  Delegates 
and  urges  each  member  of  the  House  to  discuss  it  with  the 
membership  of  his  County  Society.  Your  committee 
believes  that  the  membership  of  the  Nebraska  Medical 
Association  must  be  as  informed  as  possible  and  suggests 
that  an  item  in  the  Newsletter  might  be  appropriate,  to 
supplement  discussion  initiated  by  each  delegate. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT,  THAN  ITEM  #12  BE 
POSTPONED  UNTIL  THE  NEXT  MEETING  OF  THE 
HOUSE  OF  DELEGATES.  This  was  seconded.  Dr.  Coe 
moved  to  amend  the  recommendation  of  the  Reference 
Committee  and  that  the  House  of  Delegates  direct  the 
Board  of  Directors  to  implement  the  rotation  as  suggested 
in  the  Item  #12  of  the  Report  of  the  Board  of  Directors. 
This  was  seconded.  Following  discussion,  Dr.  Francis 
moved  to  table  the  matter  until  the  next  meeting  of  the 
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House  of  Delegates.  This  was  seconded  and  the  House 
approved  tabling  this  matter. 

(3)  RESOLUTION  #1  - METROPOLITAN  OMAHA 

— PHYSICIAN-PATIENT  RELATIONSHIPS 

This  resolution  read  as  follows: 

WHEREAS,  physicians  are  often  required  by  law  to 
accept  payments  directly  from  a governmental  unit  for 
services  provided  to  an  individual  patient,  and 

WHEREAS,  physicians  are  often  paid  for  their 
services  to  individual  patients  with  funds  which  have 
been  partially  provided  to  the  patient  through  a 
contract  between  the  patient  and  a governmental  entity, 
and 

WHEREAS,  physicians  render  medical  services  in 
hospitals  which  are  often  paid  for  patient  care  services 
through  government  funds  and  which  may  have  received 
government  funds  for  capital  improvements,  research, 
education,  peer  review,  etc.,  and 

WHEREAS,  the  Department  of  Health  and  Human 
Services  of  the  United  States  government  through  its 
Title  IX  regulation  of  the  Education  Amendment’s  Act 
of  1972,  has  specified  that  all  independent  colleges  and 
universities  are  subjected  to  government  directives  if 
they  had  any  student  who,  and  as  an  individual,  was 
receiving  direct  federal  financial  assistance  even  though 
such  independent  college  or  university  had  never 
directly  solicited  or  accepted  government  funds  for  its 
operation  or  capital  improvement,  and 

WHEREAS,  the  application  of  this  interpretation  of 
the  present  Title  IX  regulations  of  the  Education 
Amendment’s  Act  of  1972  is  unsound  and  beyond  the 
scope  of  congressional  intent  and  could  be  applied  by 
other  agencies  to  other  situations  where  individuals  are 
the  recipient  of  federal  funds;  therefore,  be  it 

RESOLVED,  that  the  American  Medical  Association 
reaffirms  the  position  that  the  source  of  funds  by  which 
a patient  pays  a physician  for  services  provided  to  the 
patient  in  no  way  implies  a contractural  or  fiduciary 
relationship  between  the  physician  and  the  outside 
source  merely  on  receipt  of  such  funds  from  the  patient. 

Recommendation: 

This  committee  recommends  adoption  of  this  resolu- 
tion and  its  introduction  in  the  House  of  Delegates  of  the 
American  Medical  Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #2  - METROPOLITAN  OMAHA 

— DEFINITION  OF  NATIONAL  MEDICAL 

SPECIALTY  SOCIETY 

This  resolution  read  as  follows: 

WHEREAS,  there  has  recently  been  concern  ex- 
pressed about  the  size  and  makeup  of  the  House  of 
Delegates  of  the  American  Medical  Association,  and 

WHEREAS,  the  present  method  of  proportional 
representation  of  the  individual  physician  in  the  House 
of  Delegates  is  unequal  depending  on  his/her  specialty 
using  the  present  guidelines  for  apportioning  and 
seating  Delegates  into  the  House  of  Delegates,  and 

WHEREAS,  all  physicians  are  or  can  be  classified  as 
specialists  and  are  eligible  to  be  full  voting  members  of 
one  or  more  national  medical  specialty  society  as  well  as 
tneir  state  medical  association;  therefore  be  it 

RESOLVED,  that  the  American  Medical  Association 
consider  adding  to  its  guidelines  for  a national  medical 


specialty  society  (for  purposes  of  representation  in  the 
House  of  Delegates)  that  each  physician  can  be  counted 
as  a member  of  a state  medical  association  and  only 
once  more  as  a member  of  one  medical  specialty  society 
in  which  the  physician  can  vote  and  hold  office. 

Recommendation: 

Your  committee  recommends  adoption  of  this  resolu- 
tion and  its  introduction  in  the  House  of  Delegates  of  the 
American  Medical  Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #8  - WARREN  BOSLEY,  M.D., 
DELEGATE  - HOSPITAL-BASED  MEDICAL 
CARE 

Your  committee  heard  considerable  comment  on  this 
resolution,  all  of  it  favorable.  This  resolution  read  as 
follows: 

WHEREAS,  many  hospital-based  facilities  are  pro- 
viding services  to  patients  which  have  traditionally  been 
provided  by  primary  care  physicians,  and 

WHEREAS,  many  of  these  programs  are  provided 
without  proper  consultation  and  cooperation  with  those 
physicians,  and 

WHEREAS,  primary  care  and  continuity  of  care  are 
seriously  threatened  by  these  activities;  now  therefore 
be  it 

RESOLVED,  that  the  President  of  the  Nebraska 
Medical  Association  appoint  a select  committee  of  five 
members  of  the  Board  of.  Councilors  to  study  and 
evaluate  the  effects  of  hospital-based  medical  facilities 
on  the  quality  of  patient  care  in  Nebraska,  on  the 
containment  of  medical  care  costs,  and  on  the  relation- 
ship between  the  patient  and  his  primary  care  phy- 
sician; and  be  it  further 

RESOLVED,  that  this  select  committee  present  a 
report  to  the  next  meeting  of  the  House  of  Delegates  of 
the  Nebraska  Medical  Association. 

Recommendation: 

Your  committee  recommends  adoption  of  this  resolu- 
tion with  the  following  amendment:  In  the  first  RE- 
SOLVED, delete  the  words,  “of  five  members  of  the 
Board  of  Councilors”. 

MR.  SPEAKER,  WITH  THIS  AMENDMENT,  I 
MOVE  THE  ADOPTION  OF  THIS  SECTION  OF  OUR 
REPORT.  This  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

Warren  Bosley,  M.D.,  Grand  Island  - 
Chairman 

Robert  Buchman,  M.D.,  Lincoln 
Arnold  Lempka,  M.D.,  Omaha 


Reference  Committee  #3 

Reference  Committee  #3  considered  four  reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS  - 
ITEMS  #6  and  #7 

Item  #6  of  the  Board  of  Directors’  Report  regarded  the 
1982  Annual  Session  format,  which  dealt  with  changing 
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the  format  of  the  scientific  session,  extending  it  an 
additional  day,  with  the  Sportsman’s  Day  events  con- 
cluding the  session  on  Monday.  There  was  an  increase  of 
six  specialty  societies  who  wish  to  participate  in  the 
development  of  the  program  for  the  1982  Annual  Session. 
Item  #7  of  the  Board  of  Directors’  Report  dealt  with  the 
recommendation  of  the  Scientific  Sessions  Committee 
that  an  assessment  of  $100.00  be  charged  each  par- 
ticipating society. 

Recommendation: 

It  was  the  recommendation  of  Reference  Committee  #3 
that  these  portions  of  the  Board  of  Directors’  Report  be 
accepted  as  printed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMISSION  ON  CLINICAL 

MEDICINE 

Reference  Committee  #3  wishes  to  commend  the 
Scientific  Sessions  Committee,  in  particular  Dr.  Stryker 
as  Chairman,  for  the  fine  work  the  committee  has  done 
over  the  past  year  in  organizing  and  presenting  the  1981 
Annual  Session,  and  organizing  the  1982  Annual  Session. 
The  plans  for  the  1982  Annual  Session  appear  to  be  well 
underway  and  this  will  be  an  excellent  program,  as  always. 
Reference  Committee  #3  also  noted  the  report  of  the  Ad- 
Hoc  Committee  on  Psychiatry  and  testimony  was  received 
that  there  appears  to  be  some  reimbursement  problems 
regarding  psychiatrically-related  diagnoses.  The  Refer- 
ence Committee  was  informed  that  the  Ad-Hoc  Committee 
on  Psychiatry  will  consider  this  at  its  future  meetings  and 
that  no  action  is  required  at  the  present  time. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  DELEGATE  TO  THE  A.M.A. 

ANNUAL  MEETING 

A complete  report  has  been  filed  by  Dr.  Cornelius, 
which  the  Reference  Committee  recommends  all  mem- 
bers of  the  House  of  Delegates  read  thoroughly.  Dr. 
Cornelius  highlighted  certain  areas  of  the  report,  which 
included  Recommendations  #8  and  #9  dealing  with  the 
incremental  approach  to  dues  increases,  so  that  in  1982 
dues  will  be  $285,  and  by  1984,  $340.  It  was  felt  that  this 
dues  increase  was  necessary  to  maintain  the  economic 
viability  of  the  Association.  Dr.  Cornelius  also  highlighted 
the  fact  that  in  Item  #7,  regarding  Resolutions  #1  and 
#79,  it  is  proposed  the  Principles  of  Medical  Ethics 
adopted  in  1980  be  amended  to  include  Section  6 of  the 
previous  Principles  which  read,  “A  physician  should  not 
dispose  of  his  services  under  terms  or  conditions  which 
tend  to  interfere  with  or  impair  the  free  and  complete 
exercise  of  his  medical  judgment  and  skill  or  tend  to  cause 
a deterioration  of  the  quality  of  medical  care”.  This 
amendment  was  referred  to  the  Board  of  Trustees  for 
further  study.  It  was  felt  by  the  members  of  the  Nebraska 
Delegation  that  this  indeed  should  be  included  in  the  new 
Principles  of  Medical  Ethics.  Further  highlights  of  the 
AMA  Delegate’s  Report  included,  Item  13,  Paragraph  K, 
and  Item  14.  Item  14  of  the  report  dealt  primarily  with  the 
expansion  of  the  House  of  Delegate  representation  to  the 
specialty  societies.  It  was  felt  by  the  Nebraska  Delegation 
that  the  House  of  Delegates  should  be  kept  at  a specific 
number  of  delegate  seats  and  that  if  further  specialty 
societies  were  seated,  it  would  be  only  at  the  expense  of 
delegates  already  seated. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 


(4)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING 

Considerable  time  of  the  Reference  Committee  #3  was 
taken  receiving  testimony  regarding  the  Committee  on 
Health  Planning  Report.  The  consensus  of  the  discussion 
of  the  members  present  to  testify  was  that  the  NMA 
House  of  Delegates  adopt  the  recommendation  of  the 
Committee  on  Health  Planning  that  it  continue  to  develop 
its  Position  Paper  on  Health  Planning,  and  to  use  this 
document  as  the  basis  for  the  Nebraska  Medical 
Association’s  participation  in  any  and  all  voluntary  and/or 
Federal  Health  Planning  activities.  The  Reference  Com- 
mittee was  in  total  agreement  with  the  testimony 
presented  and  recommends  approval  of  this  concept. 

It  was  felt  that  the  hiring  of  a full-time  Health  Planner 
for  the  Nebraska  Medical  Association  staff  was  not 
feasible  at  the  present  time. 

The  committee  should  be  given  a vote  of  confidence  for 
the  outstanding  job  that  it  has  done  over  the  past  year, 
and  it  was  recognized  that  in  the  future  this  committee 
will  become  a very  important  part  of  the  Nebraska 
Medical  Association’s  long-range  planning  efforts.  The 
Reference  Committee  commends  the  Chairman  of  the 
committee  for  his  outstanding  report  and  recommends 
that  each  member  of  the  House  of  Delegates  read  this 
report  carefully. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #3  AS  A WHOLE. 
This  was  seconded.  Dr.  Cornelius  discussed  the  increas- 
ing size  of  the  AMA  House  of  Delegates  and  said  he  would 
like  the  House  to  consider  introducing  a second  resolution 
in  addition  to  Resolution  #2  which  was  approved.  The 
report  of  Reference  Committee  #3  as  a whole  was 
approved  by  the  House. 

Respectfully  submitted, 

Paul  Collicott,  M.D.,  Lincoln  - Chairman 
R.  A.  Sitorius,  M.D.,  Cozad 
Richard  Pitsch,  M.D.,  Seward 


Reference  Committee  #4 

Reference  Committee  #4  considered  three  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  EXECUTIVE  DIRECTOR 

The  Executive  Director’s  Report  contained  a number  of 
items.  The  one  that  brought  the  most  discussion  was  the 
item  regarding  the  Block  Grant.  It  was  agreed  by  those 
present  that  we  are  going  to  be  taking  a cut  in  the  fee  paid 
by  Medicaid  because  the  money  granted  will  be  less. 
There  were  estimates  anywhere  from  15-25%,  which  will 
possibly  be  carried  on  to  the  doctors.  Also,  it  was  pointed 
out  that  we  have  complained  that  we  wanted  this  program 
out  of  the  hands  of  the  federal  government  and,  while  they 
do  have  some  strings  attached,  the  money  will  be 
administered  on  the  state  level,  and  when  the  cuts  come 
about,  we  will  have  to  accept  it  as  others.  It  was  also 
pointed  out  that,  while  we  have  to  accept  this,  that  it  is 
supposed  to  be  an  across-the-board  cut,  if  we  are  cut,  this 
means  all  services  provided  will  also  be  cut. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 
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(2)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

The  Chairman  of  that  committee,  Dr.  Dwaine  Peetz, 
was  present  and  stated  the  reason  for  the  report  is  to 
consider  the  automatic  non-paying  potential  membership 
to  get  more  students  and  House  Officers  involved  in  the 
politics  of  medicine.  It  was  suggested,  and  the  committee 
agreed,  that  in  #1  and  #2  in  this  report,  the  word 
“affiliate”  be  changed  to  “potential”.  That  way,  we  would 
not  have  to  change  our  By-Laws,  creating  a different  type 
of  membership  because  these  will  be  non-dues  paying 
members  and  will  not  actually  have  votes,  will  not  be 
charged  any  dues,  but  will  be  involved.  Also,  it  was 
pointed  out  that  there  will  be  probably  a yearly  cost  of 
approximately  $500  for  the  mailing  of  the  Association 
Newsletter  to  the  potential  members.  This  program  is  to 
be  evaluated  in  two  years  to  see  that  it  is  paying  off. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEMS  #8,  #9,  #10  and  #13 

Only  one  person  testified  as  to  this  particular  report, 
regarding  Item  #10  on  MEMBERSHIP.  He  pointed  out 
that,  in  his  area,  there  were  at  least  four  husband-wife 
teams,  and  that  of  those  teams,  only  one  person  was 
becoming  a member  of  the  AMA  and  the  affiliate 
association  on  the  state  level.  He  pointed  out  that  possibly 
a reduction  of  dues  could  be  made  in  some  way  so  that 
both  could  be  made  members  of  the  AMA  so  that  there 
wasn’t  a duplication  of  mailing  of  JAMA  and  all  of  the 
mailings  that  come  from  the  AMA  to  the  individual.  This 
information  is  just  passed  on  to  the  House  of  Delegates  as 
an  informational  thing,  considering  that  there  will  be  more 
husband-wife  doctor  teams  throughout  the  state. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #7  — DR.  WARREN  BOSLEY, 
DELEGATE  — MEDICAL  CONSULTATION  TO 
SCHOOL  DISTRICTS 

This  resolution  read  as  follows: 

WHEREAS,  federal  and  state  legislation  has  re- 
quired school  districts  in  Nebraska  to  provide  programs 
for  handicapped  children  and  others  with  medical 
problems,  and 

WHEREAS,  physical  education  and  athletic  pro- 
grams in  schools  are  expanding  rapidly,  and 

WHEREAS,  many  of  these  programs  are  being 
implemented  without  adequate  medical  advice  and 
consultation;  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  urge  all 
physicians  in  Nebraska  to  cooperate  with  school 
districts  and  Educational  Service  Units  to  provide 
medical  consultation  in  educational  and  athletic 
programs. 

There  was  considerable  discussion  about  how  the 
school  districts  are  becoming  involved  with  care  of  the 
individual  from  the  cradle  to  the  grave,  and  what  the 
responsibility  of  the  school  district  was  to  the  individual 
regarding  the  medical  status  of  the  handicapped  individ- 
ual. All  that  were  present  agreed  that  the  resolution  was  a 
good  one,  so  that  it  could  offer  the  services  of  the 
physician  to  the  Superintendent  or  the  School  Board  or 
Committee  that  was  involved,  providing  his  expertise  as  to 
what  programs  should  be  carried  out.  The  introducer  of 
the  resolution  agreed  to  deleting  the  last  five  words  in  the 


RESOLVED,  so  that  it  would  read,  “RESOLVED,  that 
the  House  of  Delegates  urge  all  physicians  in  Nebraska 
to  cooperate  with  School  Districts  and  Educational 
Service  Units  in  providing  medical  consultation.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
RESOLUTION  WITH  THE  CORRECTIONS  AS 
LISTED.  This  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE.  I WOULD  LIKE  TO  THANK  DR.  DON 
GLOW  AND  DR.  HERB  FEIDLER  FOR  THEIR 
COUNSEL  IN  SITTING  ON  THIS  REFERENCE  COM- 
MITTEE. This  was  approved  by  the  House. 

Respectfully  submitted, 

Donald  Prince,  M.D.,  Minden  - Chairman 
H.  D.  Feidler,  M.D.,  Norfolk 
Donald  Glow,  M.D.,  Omaha 


Reference  Committee  #5 

Your  Reference  Committee  #5  considered  one  report,  a 
section  of  another  report,  and  resolutions  #5  and  #6.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

This  report  was  reviewed  in  its  entirety.  Dr.  Holthaus 
was  present  at  the  Reference  Committee  and  answered 
questions  regarding  the  report.  No  recommendations 
were  made  other  than  acceptance  of  the  report  as 
submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  THE  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
PARAGRAPH  5 — UNIVERSITY  OF  NEBRASKA 
MEDICAL  COLLEGE,  NEBRASKA  MEDICAL 
ASSOCIATION  LIAISON  COMMITTEE 

This  report  was  reviewed  by  the  Reference  Committee. 
Dr.  Gorthey  and  Dean  Connell  both  spoke  as  to  the 
effectiveness  and  cooperation  of  the  members  of  the 
Liaison  Committee.  The  Reference  Committee  supports 
the  continuation  and  participation  of  the  Liaison  Com- 
mittee in  future  joint  activities. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  THE  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTIONS  #5  and  #6  — SEWARD  COUNTY 
— MAKEUP  OF  ADMISSIONS  BOARD,  NEBRAS- 
KA MEDICAL  SCHOOL 

These  resolutions  read  as  follows: 

Resolution  #5 

WHEREAS,  the  Nebraska  Medical  Association  has  a 
genuine  concern  about  the  state  of  health  and  quality  of 
medical  care  of  the  residents  of  the  State  of  Nebraska, 
and 

W’HEREAS,  there  has  been,  is  now,  and  will  continue 
to  be  a need  for  physicians  in  smaller  communities  in 
out-state  Nebraska,  and 

WHEREAS,  there  has  been  a steady  decrease  in  the 
number  of  physicians  in  private  practice  represented  on 
the  Admissions  Board; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Board 
of  Directors  of  the  State  Medical  Association  request  a 
representative  of  at  least  50%  of  the  Admissions  Board 
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to  be  made  up  of  physicians  in  private  practice  and  in  no 
way  connected  to  the  medical  school,  and 

BE  IT  FURTHER  RESOLVED,  that  of  this  group  of 
private  physicians,  at  least  half  should  be  drawn  from 
“rural”  Nebraska,  that  is  towns  of  less  than  20,000 
population,  and 

BE  IT  FURTHER  RESOLVED,  that  this  group  be 
appointed  by  the  Board  of  Directors  of  the  State 
Medical  Association  on  a rotating  basis. 

Resolution  #6 

WHEREAS,  the  Nebraska  Medical  Association  has  a 
genuine  concern  about  the  state  of  health  and  quality  of 
medical  care  of  the  residents  of  the  State  of  Nebraska, 
and 

WHEREAS,  it  is  the  opinion  of  the  general  member- 
ship of  the  Nebraska  Medical  Association  that  ex- 
perience of  practice  helps  to  determine  the  qualifica- 
tions of  candidates  for  medical  school,  and 

WHEREAS,  at  this  time  there  are  three  members  of 
the  Admission  Board  that  are  students  at  the  medical 
school;  therefore, 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  endorse  a policy  of  having  no  medical 
students  on  the  Board  of  Admissions  of  the  medical 
school. 

These  resolutions  were  considered  jointly  as  they  both 
addressed  the  Makeup  of  the  Admission  Board  of  the 
Nebraska  Medical  School.  Considerable  testimony  and 
discussion  evolved  around  both  of  the  resolutions  and 
your  Reference  Committee  will  attempt  to  summarize  this 
discussion. 

The  Admissions  Committee  of  the  University  of 
Nebraska  Medical  College  has  changed  with  the  input  of 
the  Nebraska  Medical  Association  Liaison  Committee, 
some  of  these  changes  along  the  lines  addressed  in  the 
resolutions.  It  was  felt  that  student  representation  was 
desirable;  the  current  Committee  has  one  student  and  one 
House  Officer  representative.  The  number  of  volunteer 
physicians  on  the  Admissions  Committee  has  increased  to 
four,  with  two  out-state  physicians,  one  physician  from 
Lincoln,  and  one  physician  from  Omaha.  It  was  felt  that 
the  makeup  of  the  Admissions  Committee  has  to  be  the 
prerogative  of  the  Medical  School,  and  suggestions  for 
change  should  be  considered  through  the  Liaison  Com- 
mittee as  it  is  currently  functioning.  The  Admissions 
Committee  functions  well  in  handling  this  difficult  and 
time-consuming  job. 

It  was  noted  that  much  of  the  problem  regarding 
acceptance  of  rural  applicants  was  due  to  a significant 
decrease  in  the  number  of  applications  from  out-state 
students  that  has  occurred,  there  being  over  a 60% 
decrease  in  the  past  two  years.  Too  often  this  is  due  to  the 
attitude  of  the  local  school  officials  and  school  counselors 
in  actually  discouraging  students  from  making  application 
to  Medical  School  or  looking  to  medicine  as  a career 
choice.  This  fact  has  been  recognized  and  increased 
educational  efforts  are  currently  being  made  to  change 
this  through  the  Governor’s  Rural  Health  Manpower 
Commission.  Local  School  Boards  are  being  contacted 
and  advised  of  the  availability  of  positions  in  Medical 
School  for  qualified  applicants.  In  addition,  it  was  felt  that 
the  membership  of  Nebraska  Medical  Association  should 
be  encouraged  to  personally  stimulate  local  students  and 
school  officials  to  investigate  application  to  Medical 
School. 

In  view  of  the  testimony  heard,  it  is  the  recommenda- 
tion of  the  committee  that  Resolution  #5  and  Resolution 
#6  dealing  with  Makeup  of  Admissions  Board  of 


Nebraska  Medical  School  be  rejected,  and  that  the 
discussions  summarized  by  this  Reference  Committee  be 
passed  to  the  Liaison  Committee  of  the  Nebraska 
Medical  Association  for  continued  input  with  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  THE  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

William  Rumbolz,  M.D.,  Omaha  - 
Chairman 

Kenneth  Ellis,  M.D.,  Kearney 
Roger  Dilley,  M.D.,  Fremont 

Reference  Committee  #6 

Reference  Committee  #6  considered  two  reports,  one 
resolution,  the  requests  for  Fifty-Year  Practitioner 
recognition  and  the  Life  Membership  requests.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  FIFTY-YEAR  PRACTITIONERS 

The  Reference  Committee  reviewed  the  applications 
for  the  Fifty-Year  Practitioners  as  listed.  All  applications 
appear  to  be  in  order  and  it  is  felt  that  recognition  of  these 
practitioners  is  appropriate. 

Randolph  H.  Tibbels,  M.D.,  Oakland 
Carrol  C.  Nelson,  M.D.,  Fremont 
W.  M.  McGrath,  M.D.,  Grand  Island 
Clyde  W.  Wilcox,  M.D.,  Grand  Island 
N.  Richard  Miller,  M.D.,  Lincoln 
Maynard  A.  Wood,  M.D.,  Lincoln 
Werner  P.  Jensen,  M.D.,  Omaha 
J.  Milton  Margolin,  M.D.,  Omaha 
Floyd  C.  Nelson,  M.D.,  Sun  City,  Ariz. 

Ronald  C.  Anderson,  M.D.,  Columbus 
Claude  T.  Mason,  M.D.,  Superior 

(2)  LIFE  MEMBERSHIP  REQUESTS 

The  Reference  Committee  also  reviewed  the  requests 
for  Life  Membership  in  conjunction  with  the  Minutes  of 
the  Board  of  Councilors  in  regard  to  this  matter.  It  has 
been  determined  that  all  members  listed  are  eligible  for 
Life  Membership  designation  by  the  Nebraska  Medical 
Association. 

Robert  Geer,  M.D.,  Alda 
Hiram  D.  Hilton,  M.D.,  Lincoln 
H.  O.  Paulson,  M.D.,  Lincoln 
Lee  Stover,  M.D.,  Lincoln 
Harold  Gifford,  M.D.,  Omaha 
J.  Whitney  Kelley,  M.D.,  Omaha 
M.  M.  Steinberg,  M.D.,  Omaha 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

The  Reference  Committee  considered  the  Report  of  the 
Commission  on  Public  Affairs  and  heard  testimony  from 
Dr.  Retelsdorf,  Chairman  of  this  Commission.  The  report 
is  submitted  for  informational  purposes.  The  Commission 
has  spent  considerable  time  and  effort  over  the  past  year 
in  regard  to  aspects  of  public  relations  as  it  relates  to  the 
mass  communication  industry.  It  is  felt  that  this  has  been 
successful  and  will  continue  to  be  more  successful  in  the 
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future.  There  has  also  been  considerable  time  and  effort 
expended  in  discussions  with  various  businessmen  in  local 
communities  throughout  the  state,  as  was  reported  by  the 
Commission  at  the  Annual  Meeting  last  spring.  Many  of 
these  initial  conversations  have  been  followed  up,  and  the 
Commission  strongly  recommends  that  physicians  be- 
come involved  as  much  as  possible  with  their  local 
business  communities,  since  these  preliminary  conversa- 
tions have  suggested  considerable  interest  in  this  dialogue 
by  the  business  community.  It  is  felt  that  this  represents 
an  extremely  advantageous  form  of  public  relations  for  the 
medical  community.  The  Commission  additionally  re- 
quests that  both  individually  and  collectively  the  mem- 
bers of  the  Nebraska  Medical  Association  provide  further 
guidance  to  the  Commission  in  helping  that  group  decide 
how  far  it  should  go  in  pursuing  local  contacts  and 
dialogue.  The  Commission  desires  to  be  informed  if  there 
is  any  further  service  which  it  might  be  able  to  provide  in 
this  regard  to  any  of  the  local  component  societies. 
Recommendation: 

The  Reference  Committee  recommends:  1)  Any  mem- 
ber or  members  who  feel  that  they  wish  to  discuss  this 
matter  further  should  contact  the  Commission  on  Public 
Affairs  directly.  2)  That  this  report  from  the  Commission 
on  Public  Affairs  be  taken  back  to  the  local  component 
societies  for  further  discussion  and  consideration  at  that 
level. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #3  - METROPOLITAN  OMAHA 
— DELEGATE/ ALTERNATE  GUIDELINES 
Reference  Committee  #6  then  considered  Resolution 
#3  from  Metropolitan  Omaha  regarding  Delegate  and 
Alternate  Guidelines.  The  resolution  read  as  follows: 

WHEREAS,  there  are  no  specific  defined  duties  for 
an  alternate  delegate  to  the  House  of  Delegates  of  the 
Nebraska  Medical  Association,  and 

WHEREAS,  there  are  no  “guidelines”  for  delegates 
regarding  the  alternate  delegates,  and 

WHEREAS,  there  is  no  incentive  for  an  alternate 
delegate  to  be  prepared  or  to  attend  the  House  of 
Delegates  meetings,  and 

WHEREAS,  there  is  no  specified  responsibility  of 
the  delegate  to  be  sure  he  is  replaced  by  an  alternate 
delegate  if  the  delegate  is  unable  to  attend  the  meeting; 
therefore,  be  it 

RESOLVED,  that  a committee  or  task  force  of  the 
House  of  Delegates  be  formed  to  discuss  and  prepare 
“guidelines”  for  delegates  and  alternate  delegates 
duties  and  report  to  the  House  of  Delegates  at  its  next 
meeting. 

It  was  felt  that  the  concern  expressed  by  the  resolution 
was  appropriate  and  should  be  dealt  with.  It  was  pointed 
out  that  many  younger  members  of  the  Association  are  not 
aware  of  the  function  of  the  Nebraska  Medical  Association, 
and  further,  are  not  aware  of  their  ability  to  have  input 
into  the  deliberations  of  the  Association.  It  was  pointed 
out  that  one  of  the  major  strengths  of  any  organization  is 
involvement,  motivation,  and  responsibility  by  as  many 
individuals  as  possible.  Discussion  was  heard  to  the  effect 
that  it  may  be  worthwhile  for  the  NMA  to  publish  an 
informational  brochure  which  could  be  sent  to  all 
delegates  and  alternates  detailing  the  structure  of  the 
organization  and  the  function  of  the  organization,  the 
process  of  the  various  Reference  Committees,  and  the 
various  processes  by  which  resolutions  and  subsequently 
actions  are  initiated  and  carried  out  by  organized 
medicine  at  all  levels.  It  was  felt  appropriate  that  this  type 


of  general  information  should  be  put  out  by  the  state 
organization  with  suggestions  to  the  various  local  com- 
ponent societies  to  implement  them  as  is  seen  fit  on  the 
local  level.  Specifically,  it  was  felt  that  responsibility  for 
delegates  and  their  appropriate  alternates  to  be  in 
attendance  at  the  meetings  should  be  left  to  the  local 
component  societies.  It  is  recommended  by  the  Reference 
Committee  that,  administratively,  alternate  delegates  be 
encouraged  to  attend  the  meetings  of  the  House  of 
Delegates  and  should  be  seated  on  the  floor  of  the  House 
with  their  appropriate  delegations  in  order  to  be  better 
able  to  follow  the  discussion  and  participate  as  actively  as 
possible.  It  is  felt  that  through  this  participation,  there  will 
be  increased  learning  and  interest  on  the  part  of  all 
concerned. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
McFadden  said  he  approved  of  the  concept  of  this 
resolution.  However  he  pointed  out  to  the  House  the 
problem  of  obtaining  room  that  would  be  required  for 
seating,  and  also  the  problem  in  regard  to  voting  although 
a suitable  voting  method  could  be  worked  out.  Dr. 
McFadden  indicated  that  the  Speaker,  Vice  Speaker  and 
administrative  group  would  study  this  for  implementation. 
This  section  of  the  Reference  Committee  report  was  then 
approved  by  the  House. 

(5)  MINUTES  OF  THE  BOARD  OF  COUNCILORS, 
OCTOBER  1,  1981 

Reference  Committee  #6  considered  the  Minutes  of 
the  Board  of  Councilors  Meeting  which  was  held  on 
October  1,  1981.  The  minutes  were  accepted  for 
informational  purposes. 

Some  discussion  was  heard  relative  to  the  portion  of  the 
minutes  relating  to  Item  12  of  the  Report  of  the  Board  of 
Directors.  There  was  some  question  raised  as  to  whether 
this  proposal  by  the  Board  of  Directors  had  considered  all 
aspects  of  fairness  in  choosing  the  Officers  of  the 
Association. 

The  last  item  in  the  minutes  concerning  requests  for 
Life  Memberhsip,  was  resolved  in  the  Reference  Com- 
mitte  under  items  #1  and  #2  above. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Craig  L.  Urbauer,  M.D.,  Lincoln  - 
Chairman 

R.  Dan  Clark,  M.D.,  Gering 
James  H.  Dunlap,  M.D.,  Norfolk 

Dr.  Wilson  announced  to  the  House  of  Delegates  that 
he  would  be  leaving  the  state  sometime  in  January  of 
1982.  He  said  he  had  planned  on  leaving  later  in  1982; 
however  due  to  unforeseen  circumstances  during  the  past 
few  weeks,  it  was  necessary  that  he  leave  in  January.  Dr. 
Landers  told  the  House  that  the  Board  of  Directors  had 
considered  this  in  great  detail.  He  assured  the  House  that 
the  Board  is  very  dedicated  and  interested  in  the 
functions  of  this  Association.  He  said  the  mechanisms  for 
continuation  of  the  functions  of  the  Nebraska  Medical 
Association  were  already  in  place  and  no  problems  for 
these  ensuing  months  are  anticipated  and  the  functions 
required  of  the  President  will  be  filled  in.  He  indicated 
that  Dr.  Wilson  will  be  available  for  consultation  when 
required  and  will  return  to  the  state  when  necessary. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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7 BEING  A PHYSICIAN  "N 
1 AND  A FAMILY  MAN  IS 


r 

LIKE  MAKING  AN  INCISION 
WITH  A PARING  KNIFE... 


it's  very  difficult  to  do.  And  the  fact  that  a physician 
has  medical  as  well  as  business  concerns  to  handle 
makes  for  a loss  of  time  and  money  at  the 
expense  of  the  family 


We  provide  you  with  an  environment  serving  a 
purpose— practicing  medicine  at  regular  working 
hours.  No  salesmen  and  attorneys  calling,  no  books 
to  balance,  and  no  late  hours.  You  can  concentrate 
on  practicing  medicine  with  a health  care  system 
that’s  one  or  the  f mesfin  the  world,  and  you'll  get 
home  on  time,  too1  You’ll  work  in  modern,  well- 
equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensa- 
tion, opportunities  for  professional  growth  and  spe- 
cialization, 30  days  of  vacation  with  pay  each  year, 
full  medical  and  dental  care  and  more 


With  the  Air  Force,  we  want  you  to  do  one  thing 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine 


Contact:  Archie  Summerlin 

1 16  South  42nd  Street 
Omaha.  Nebraska  68131 


Call  Collect: 
402  /221-4319 


/i\WTl 


A great  way  of  life 
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taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
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BOARD  CERTIFIED  FAMILY  Practitioner 
looking  for  associate  in  new  two-man  Clinic 
attached  to  hospital.  Excellent  hospital;  excellent 
community.  For  details,  contact:  Hal  Pumphrey, 
M.D.,  Westpark,  Hebron,  NE  68370,  (402)  768- 
7203. 


ENJOY  pure  water  and  good  health.  Midi-Still 
FOR  SALE.  Manual  operation.  Timer-controlled 
stainless  steel  water  distiller.  Five-gallon  storage 
tank.  Maximum  capacity  eleven  gallons  every  24 
hours.  Excellent  for  small  office  or  family.  Contact: 
476-3294. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


Bactrim  is  useful  for 
the  following  infec- 

!o  susceptible6  its  usefulness  in 
cS^s  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 


then 


m 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampicillin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  fiexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus.  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  |aundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC  s are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia. hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole-bottles of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
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Nutley.  New  Jersey  07110 


Bactrim 


1 

in  recurrent  urinary  tract  infections 


from  sit  e to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH.  Swartz  MN:  N Engl  J Med  303.426-432.  Aug  21.  1980  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


maximizes  results  w ith  B.I. 


I ).  convenience 


due  to  susceptible  strains  jof  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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